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DISEASES OF THE THORAX AND ITS VIS- 
CERA, INCLUDING THE HEART, LUNGS, 
AND BLOODVESSELS. 

By WILLIAM EWART, M.D., F.R.C.P. 

PULMONARY TUBERCULOSIS. 

Dualism in Tuberculosis Hominis: its Bovine and its Human Deriva- 
tions. The Royal Commission on Human and Animal Tuber- 
culosis. The event of the year in connection with tuberculosis has 
been the refutation of the statement made at the London International 
Congress of 1901 by Koch that the human and the bovine disease were 
different in kind, and that there was little likelihood of human beings 
becoming infected from bovine sources. Evidence to the contrary 
is supplied by the recently issued Second Interim Report of the Royal 
Commission on Human and Animal Tuberculosis, 1 appointed on 
August 23, 1901. The commissioners were the late Sir Michael Foster, 
K.C.B., F.R.S. (chairman); Professor German Sims Woodhead; Pro- 
fessor Sidney Harris Cox Martin, F.R.S. ; Sir John McFadyean, and 
Sir Rupert William Boyce, F.R.S. It will be sufficient for our purpose 
to quote the conclusions at which they arrived: 

Summary and Practical Conclusions. There can be no doubt but 
that in a certain number of cases the tuberculosis occurring in the human 
subject, especially in children, is the direct result of the introduction 
into the human body of the bacillus of bovine tuberculosis; and there 
also can be no doubt that in the majority at least of these cases the bacil- 
lus is introduced through cows' milk. Cows' milk containing bovine 
tubercle bacilli is clearly a cause of tuberculosis and of fatal tuberculosis 
in man. 

"Of the 60 cases o'f human tuberculosis investigated by us, 14 of the 
viruses belonged to Group I — that is to say, contained the bovine bacillus. 

1 British Medical Journal, February 9, 1907. 
2 
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If, instead of taking all of these 60 cases, we confine ourselves to cases 
of tuberculosis in which the bacilli were apparently introduced into the 
body by way of the alimentary canal, the proportion of Group I becomes 
very much larger. Of the total 60 cases investigated by us, 28 possessed 
clinical* histories indicating that in them the bacillus was introduced 
through the alimentary canal. Of these, 13 belong to Group I. Of 
the 9 cases in which cervical glands were studied by us, 3, and of the 19 
cases in which the lesions of abdominal tuberculosis were studied by us, 
10 belong to Group I." 

These facts indicate that a very large proportion of tuberculosis con- 
tracted by ingestion is due to bacilli of bovine source. 

"A very considerable amount of disease and loss of life, especially among 
the young, must be attributed to the consumption of cows' milk con- 
taining tubercle bacilli. The presence of tubercle bacilli in cows' milk 
can be detected, though with some difficulty, if the proper means be 
adopted, and such milk ought never to be used as food. There is far 
less difficulty in recognizing clinically that a cow is distinctly suffering 
from tuberculosis, in which case she may be yielding tuberculous milk. 
The milk coming from such a cow ought not to form part of human food, 
and, indeed, ought not to be used as food at all. 

"Our results clearly point to the necessity of measures more stringent 
than those at present enforced being taken to prevent the sale or the 
consumption of such milk.'' 

Further Inquiries Necessary, "In all which has been recorded above 
we have limited our inquiry to the identity of human and bovine tuber- 
culosis. But the results at which we have arrived point very strongly 
to the necessity of extending our studies to the tuberculosis occurring 
naturally in animals other than man and the ox; and indeed the terms 
of our references direct us to do this. 

"We have already made observations with this intent, and have espe- 
cially directed our attention to the tuberculosis so common in pigs, a 
matter of great practical importance. We propose to report on a future 
occasion concerning this and other matters entailed by the terms of 
our reference." 

Dualism with Antagonism.' Nathan Raw's 1 novel theory divides 
the field of our tuberculosis into two uneven shares corresponding to 
two distinct and mutually antagonistic infections, "the bovine type 
of bacillus" conveyed by milk through the intestine, and "the human 
type of bacillus" conveyed by air to the lungs. The latter would be 
answerable for the common phthisis pulmonalis; whilst practically 
speaking all the rest would be due to infection of the bovine type. His 
success in treating one variety of infection by the tuberculin from the 
other variety is perhaps the most weighty of his arguments for the 
alleged prevalence and mutual antagonism of the two types. 

1 Rev. Med. and Chir. Soc, February 26, 1907. 
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Previously Weber 1 had also taken for his theme the bovine derivation 
of a proportion of our infections, and had reviewed the literature bearing 
upon the question of the dual origin of tuberculosis. The perlsucht 
bacilli gain ready access in children by the intestinal route or down the 
chain of cervical glands; but their transference from man to man is 
not a likely occurrence; and this is the chief reason for the much smaller 
prevalence which in contrast to Nathan Raw's estimate he attributes 
to the bovine type of the disease in man. He also bases upon the 
same assumption the conclusion that after the age of twenty years the 
mortality is almost exclusively due to the human infection. This is 
also recognized by Nathan Raw, only his explanation is rather that 
the bovine form, though widely prevalent, is not often fatal because, as 
he thinks, not affecting the lung, or affecting it only secondarily and in 
a limited way. In the lung the human bacillus strikes at one of the 
strongholds of life, curtailing the means of resistance by diminishing 
the respiratory function. 

The lung is thus placed at a disadvantage. But still greater is that 
accruing from its complex structure and function, its enormous ventila- 
tion with more or less impure air, and its vast expanse of mucous channels 
apt to stream with infective secretion and, in subjects inclined to catarrh, 
to suffer irritation, bronchitis, bronchopneumonia, caseous pneumonia, 
and disintegration, which are more fatal than tubercle — in short, to lead 
to phthisis pulmonalis, i. e. t "consumption." 

The practical side of this etiology is obvious. If, as held by Nathan 
Raw, the bovine infection is in reality answerable for all tuberculosis 
other than pulmonary, then a large portion, perhaps numerically the 
greater part, of the scourge as it now prevails could be stopped by an 
efficient and absolute control over milk, butter, cheese, and all dairy 
produce. This would leave us with pulmonary consumption as before, 
but there would be an end to scrofula and to all forms of surgical 
tuberculosis. So bright a prospect would be worth any trouble and 
expense. 

But in connection with the alleged antagonism between the two infec- 
tions the strange question arises whether we should not be worse off 
for no longer having any perlsucht infection going on among us, since, 
according to Raw's observations, perlsucht tuberculosis tends to cure 
as well as to immunize those affected with human tubercle. Patients 
who are now safeguarded against the "human" infection by their bovine 
tuberculosis of glandular, arthritic, or any other type would probably 
fall an easy prey to " human" pulmonary disease. The " bovine methods 
of immunization" so persistently studied by Behring, would then 
become indispensable, and a "perlsucht vaccination" would have to be 
enforced in addition to the "cowpox vaccination" we now practise. 
Meanwhile, the alleged curability in man of the human infection by the 

1 Deutsch. med. Wochenschrift, 1906, Nr. 49. 
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bovine tuberculin, and vice versa, must be put to a test which shall leave 
no shadow of a doubt, and this clearing of the situation claims a degree 
of urgency which is an excuse for the prominence here given to this 
matter. 

The Intestinal Derivation of Antbracosis and of Pulmonary Tuberculosis. 
In my last report (September, 1906, pp. 18, 19, and 27) some reference 
was made to Calmette's recent theory and to the work of Calmette and 
Gu£rin and of Vansteenberghe and Grysez. Since then, in spite of 
the failure of several observers in France and Germany to obtain any 
confirmation of the French experimental results, Vansteenberghe and 
Sonneville 1 adhere to the statement that it is possible for coal-dust to 
traverse the wall of the gut and to migrate into the bronchial glan *s or 
even into the lung. Their fresh series of experiments with cinnabar and 
Indian ink demonstrate that the permeability of the gut to fine, solid 
particles is due to the "leukocyte service," and that the bowel epithe- 
lium has no share in their transmission. Moreover, they have reopened 
the question as to the mode of absorption of fats, as studied by the 
osmium method, they show that the osmium-stained milk globules lose 
their osmium before undergoing absorption, and that the latter is then 
carried away by the leukocytes in the manner described. These impor- 
tant facts have suggested to Calmette, Vansteenberghe, and Grysez 2 
a new departure in the etiology of the acute inflammatory affections of 
the lung, such as pneumonia, bronchopneumonia, capillary bronchitis, 
and pulmonary congestion, in addition to that of tuberculosis. Their 
theory that these disorders may be due to the absorption of infective 
material from the bowel fits in with some of our clinical observations; 
it is at any rate suggestive. 

Feeding Experiments with Charcoal Powder in infants suf- 
fering from tuberculosis or incurable marasmus are the latest clinical 
instalment to the question by G. Petit. 8 The charcoal was administered 
in suspension through an esophageal tube. The autopsies of the 
tuberculized infants revealed in most cases the presence of particles of 
charcoal in the lungs, in the bronchial glands, and in the mesenteric 
glands, but none could be found in the glands of the marasmic infants. 

An Intestinal Origin for Pulmonary Tuberculosis has been 
studied by Valine 4 and by Schlossmann and Engel. 5 

Valine's experiments were conducted on calves which were fed for long 
periods on the milk of cows infected by the administration of moderate 
quantities of bacilli. The cows presented no obvious lesions of the 
udder, but yielded a positive tuberculin reaction. The calves showed 
well-marked intrathoracic lesions, but no apparent changes in the 

1 Presse m6d., 1906, No. 64. * Ibid., No. 70 

8 Ibid., 1906, No. 82. 

4 Compt.-rend. de 1' Acad, des sci., T. 142, No. 20. 

» Deutsch. med. Wochenschrift, 1906, Nr. 27. 
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mesenteric glands. Inoculation experiments, however, proved that the 
latter must have contained bacilli. 

Schlossmann and Engel worked with guinea-pigs. In order to meet 
the objection that the bacilli might have gained admittance into the 
lungs with the air, or through the tonsillar route, the animals were 
laparotomized and injections of bacilli were made directly into the 
stomach. After a short interval bacillary lesions were discovered in 
the lungs; and the authors concluded that the bacilli must have travelled 
through the intestinal mucous membrane into the mesenteric glands and 
thoracic duct, and finally into the right heart and into the lungs. 

C. Biondi 1 is able to endorse Calmette and Gu&in's statements 
relating to coal-dust, from his own observations with powdered graphite. 
But he points out that metallic dust does not behave in the same way 
as these minerals. When swallowed it is dissolved in the intestine and 
may give rise to poisoning (as in the case of zinc or lead) but not to infil- 
trations of the lungs or bronchial glands. Any metallic matter found 
in the latter must in all probability have been inhaled, not swallowed. 

Anthracosis and Tuberculosis appear to G. Ribbert 2 to have a 
somewhat closer relationship. He commits himself to the statement 
that the slaty anthracosis of the lung is determined by an antecedent 
tuberculosis which has undergone healing, but which predisposes the 
tissue to impregnation with carbon. He is a declared opponent of the 
modern views as to any intestinal route for the infection of tuberculosis, 
and a believer in the primary aerogenous invasion of the lungs and 
bronchial glands. 

The Rebutting Evidence against Calmette's Theory is formid- 
able. It is based upon a series of experiments with negative results 
by observers working independently of each other. W. H. SchultzeV 
feeding experiments were conducted at Freiburg upon rabbits and 
guinea-pigs. As the coal deposits were found exclusively in the bowel 
and in the lung the only possible conclusion was that some of the 
coal-dust had been inhaled accidentally. H. Bennecke's 4 inhalation 
experiments in the dog, the rabbit, and the guinea-pig succeeded in 
proving that coal-dust will penetrate the lung and be carried up the 
lymphatics as far as the glands at the pulmonary root, but not any 
farther. But Professor AschofFs carmine feeding experiments recorded 
in the same communication proved ineffectual. 

T. Miranescu, of Bucharest, 6 could find no trace of deposits in the 
lungs in a series of hares killed eigtht, twenty-four, thirty, forty-eight, and 
seventy-two hours after feeding with Indian ink, carmine solution, and 

1 Riv. crit. di. clin. m£d., 1906, No. 3. 

2 Deutsch. med. Wochenschrift, 1906, Nr. 40. 

3 Zeitschrift f. Tuberculose, ix, Heft 5. 

4 Brauer's Beitrage z. Klin, der Tuberculose, vi, Heft 2. 
6 Romania Med., 1906, Nos. 13 and 14. 
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charcoal emulsion, except when the sound was accidentally introduced 
into the trachea. 

Feliziani 1 has also failed with guinea-pigs to effect any pigmentation 
of the lungs, liver, or mesenteric glands by the ingestion of charcoal. 
He points out, however, that these negative results do not dispose of 
Behring's original proposition (1903), supported by Valine and later 
by Calmette and Gu£rin, that the infection may in infancy originate 
from the use of tainted milk. 

The objections advanced by Comby 2 to v. Behring and Calmette's 
doctrine of an intestinal infection are of a general and of a clinical 
order. For some years cows' milk has been boiled or pasteurized, and, 
moreover, its derivation from unhealthy herds has been greatly restricted. 
Yet there is no corresponding decrease in the incidence of infantile 
tuberculosis. This points to its origin in an air-borne infection with 
human bacilli. Calmette 8 seeks an answer to this in the remarkable 
freedom of infants from laryngeal or pulmonary lesions. Their tuber- 
culosis is in the tracheobronchial glands, a peculiarity of distribution 
which is consistent with an intestinal entrance and a mesenteric route, 
not only for the bovine bacilli of milk, but also for the human bacilli 
swallowed with the oral and nasopharyngeal mucus. 

The Etiology of Tuberculosis in Infancy and Childhood. 
After excluding as practically negligible the possibility of an hereditary 
transmission and of a transcutaneous infection, P. Mathews 4 apportions 
the relative frequency of the infections by inhalation and by indiges- 
tion, by postmortem observations in 25 children between the ages 
of three months and eleven years. The majority presented disease 
of the mesenteric as well as of the bronchial glands; but in 4 cases the 
bronchial glands escaped and in 3 the mesenteric glands were un- 
affected. After due clinical consideration, Mathews feels satisfied 
that mesenteric lesions are not a sufficient proof of an alimentary infec- 
tion, and that as the evidence is in favor of a conveyance by dust or 
sputa rather than by food, we are not warranted in regarding milk 
as the infecting agent. 

The Morbid Affections of the Pulmonary Lymphatic Glands 
form the subject of an important anatomical, radioscopic, and clinical 
study by M. Pi£try and A. Jaque's, 5 in which special attention is devoted 
to the diagnosis of glandular tuberculosis in the adult. In their ana- 
tomical and pathological review of the relations of the tracheobronchial 
glands they lay stress upon the occurrence of glandular lesions inde- 
pendently of any pulmonary disease. Radioscopy has in their hands 
proved competent to identify the nature of some of the structural changes, 

1 Policlinico, 1906, No. 12. * Presse meU, 1906, No. 94. 

3 Ibid., No. 103. 

4 British Journal of Children's Diseases, 1906, No. 3. 

5 Rev. de meU, 1906, No. 8. 
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such as simple hypertrophy, sclerosis,- calcification, and caseation. *It 
is, therefore, valuable as an aid to the usual clinical methods which 
might fail to detect the presence of deep-seated, glandular lesions in 
cases of so-called latent pulmonary tuberculosis. 

The Glandular Route of Pulmonary Infection. In connection 
with the role of the cervicothoracic chain of glands 1 H. Beitzke 2 endeavors 
to trace the route for bacilli from the mouth and pharynx into the 
lungs. His anatomical investigations by dissection and colored injec- 
tions of the pharyngeal "lymphatic ring" claim to have established that: 

1. There is no lymph vessel establishing a link in the supposed con- 
duction to the lungs between the cervical and the thoracic glands. 

2. As to the ascending lymphatic path the glands in this section con- 
stitute two groups, as shown by the results of injections. 

3. Through the glands which lie outside the border of the sterno- 
mastoid it is possible to inject the underlying portions of the deep cervical 
chain, but attempts to send injections in the opposite direction do not 
succeed. 

4. The lowermost of these glands is also capable of being infected 
from the tracheobronchial glands. 

5. Lastly, the lymphatic vessels of the two sides anastomose in front 
or at the back of the left innominate vein. 

Thus theoretically there is no obstacle to an infection of the pleural 
dome and of the pulmonary apex from diseased supraclavicular glands, 
although as a fact the pulmonary infection generally occurs through the 
blood. If bacilli be injected behind the angle of the jaw they will 
reach the lungs and bronchial glands through the main lymphatic 
trunk, the blood, and the heart. The 44 cases of infantile glandular 
tuberculosis reported by Beitzke demonstrate this, as well as his arti- 
ficial injections in the bodies of children. But as the cervical glands 
generally present less advanced changes than the lungs and bronchial 
glands, the author believes that the pulmonary infection must have 
most often been primary, and the cervical glandular affection a later and 
an independent event. 

The Latent Virulence of Bacilli in Glands Still Unaltered 
Structurally, and also in glands more or less completely calcified, 
has been absolutely demonstrated by Lydia Rabinowitsch's 8 recent 
researches. The swollen but non-tuberculized cervical and mesenteric 
glands of an infant aged fourteen months, who died of bronchopneu- 
monia, were shown by inoculation and by cultures to be infected with 
bovine tuberculosis. Active human bacilli were likewise demonstrated 
in the calcified glands of four adults, only one of whom presented any 
other lesions of tuberculosis. 

1 Progressive Medicine, September, 1906, p. 19. 

2 Virchow's Archiv, Band clxxxiv, Heft 1. 

3 Berl. klin. Wochenschrift, 1907, No. 2. 
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The " Glandular Fever" of Pfeiffer, with a temperature of 102° 
to 104°, swollen and tender glands behind the upper third of the sterno- 
mastoid, and pain on swallowing and movement, has been treated by 
Lublinski 1 in 21 cases. The prognosis is excellent. The localization of 
the glandular enlargement suggests that the primary lesion is in the nose 
or upper part of the pharynx, and on examination this was confirmed. 
He therefore contends that this is not a disease sui generis, but one sec- 
ondary to a local infection probably by streptococci. 

The Role of the Thoracic Duct and of Endovascular Tubercles in Dis- 
seminating Tuberculosis in the Body has been studied by Whipple 2 in 
27 cases of tuberculosis of every degree by examination of the fluid with- 
drawn from the thoracic duct. 

As the intima of the duct was found to be normal, he is of the opinion 
that tubercle bacilli can pass through the intima without infecting it, 
though they commonly damage the mucosa of the intestine as they 
traverse it on their way to the mesenteric glands. The economy would 
thus be protected from infection by the small vascular tubercles by the 
endothelium which covers them, and by the fibrinous repairs of any 
rupture or ulceration which may subsequently result. 

Aerolymphogenous Pulmonary Tuberculosis. Tendeloo 3 is a 
strong disbeliever in the possibility of a lymphatic infection of the 
pulmonary apex from distant sources along the lymphatics of its sur- 
roundings. Although he is unable to exclude the possible, though rare, 
occurrence of an hematogenous infection either primary or secondary 
limited to the apex, it is obvious to him that, as the ordinary hematogenous 
tuberculosis breaks out in all parts of the lung indiscriminately, the 
customary limitation of the disease to the apex cannot be hematogenous; 
it must be according to him aerolymphogenous; and now we have to 
account for the constancy of the seat of infection. Arnold's experi- 
ments show that any dust particles are deposited by the lymph stream 
in situations where this stream is most sluggish, as in the paravertebral 
district of the apex, where little respiratory "lymph pumping" goes on. 
The more juicy tissues at the base are better adapted to grow the micro- 
organisms of inflammation, but tubercle bacilli thrive best in drier 
places and select that district. 

Inflammatory Tuberculosis and Arthritism. In both of these conditions 
Antonin Poncct 4 finds the same structural basis, viz. : (1) Hyperemia, 
(2) inflammation, and (3) thickening. Many cutaneous, articular, 
hepatic, and other affections, formerly "herpetic," are now known to 
be bacillary, and the "scrofulous diathesis" is claiming more and more 
from the "arthritic diathesis." "Arthritism" is being rapidly dismem- 

1 Zeitsch. f. klin. Med., 1907, Band lxii. 

2 Bulletin of Johns Hopkins Hospital, 1906, xvii, p. 270. 

3 Munch, med. Wochenschrift, 1907, No. 3. 

4 Bull. Acad. Med., January 14, 1907. 
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bered. Its essence — fibrosis — is also a feature of the "minor tubercu- 
losis," for Poncet reminds us of two classes — the "grand tuberculeux" 
and the "petits tuberculeux" — less easily destroyed by the disease and 
capable of displaying that fibrosis which is by no means a specialty or 
a criterion of arthritism. 

Paratuberculosis. The Pretuberculosis which, it has been alleged, 
may be identified by the respiratory and urinary chart, is not, according 
to Laffont, 1 a separate state; it is in reality tuberculosis in possession. 
But he believes in a paratuberculosis appertaining to chlorosis, chloro- 
anemia, scrofula, and lymphatismus, the bearers being descended from 
phthisical parents and the infection acquired in utero. Respiratory 
abnormalities are in them the direct result of the low percentage of 
hemoglobin; and the urinary peculiarities are of less account in view of 
the possible influence of diet. 

Is there an Inherited Predisposition to Pulmonary Consumption? An 
important contribution to this vexed question is due to the prolonged and 
careful observations of Brocq 2 conducted in the Faroe Islands. His 
conclusions are to the effect that there is no cause for the opinion that the 
predisposition is transmitted by heredity. 

The precisely opposite view is taken by Glaeser, Riffel, and others, 
who relegate the bacillus to a very unimportant position 1 ; whilst Cornet 
and Fliigge award it to a primary importance and hardly recognize 
predisposition as more than a mythical or mystical quantity. Never- 
theless it cannot be seriously doubted that constitution and susceptibility 
are inherited. But Baumgarten 8 is almost solitary in his belief in an 
hereditary transmission of the bacillus itself. 

Stenosis of the Upper Outlet of the Thorax as Predisposing to Phthisis. 
This view is identified with the name of Freund, but it is not shared by 
Mendelssohn, 4 who is satisfied from his observations that there is no 
thoracic abnormality which exercises any influence upon the develop- 
ment of apex phthisis. 

In this connection Z. Hart describes, in his monograph on Die 
mechanische Disposition der Lungenspitzen zur Tuberkvlosen (Stuttgart, 
1906), a cause for the stenosis of the upper outlet in a congenital 
shortness of the left cartilage, or in extreme cases in an early and 
more or less complete ossification of the costal segments of the ring. 

The Comparative Frequency of Impaired Nasal Respiration as an Ante- 
cedent to Pulmonary and to Extrapulmonary Tuberculosis is pointed 
out by W. C. Rivers, 5 He admits that the prerequisite of some abnor- 
mality of the upper respiratory tract obtains more frequently in pul- 

1 Progres me*d., Thirty fifth year, No. 6. 

2 Zeitsch. f. Hyg. u. Infektionskrankheiten, Band xlix, p. 161-195. 

3 Fortsch. der Med., 1906, Band xxiv, p. 1034. 

4 Sonderabdruck aus Arch. f. Kinderhk., Band xliv. 

6 British Medical Journal, June 16 and December 1, 1906. 
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monary than in extrapulmonary tubercle; and that perhaps in the 
latter it obtains very rarely or never. His figures show that in 50 (29 
+21) extrapulmonary cases there were 15 (9+6) showing impaired nasal 
respiration, a percentage of 30; while in the same number of pulmonary 
cases there were 27 (17+10), a percentage of 54. 

Rainy Winds and Phthisis. W. Gordon and J. R. Harper's 1 latest 
paper confirms Gordon's original conclusion that the prevalence of 
phthisis is apparently higher in situations "exposed to these winds." 
Thus its death rate varied as follows in twenty-three parishes in Devon: 
(1) In sheltered parishes it was 0.99; (2) in those exposed to northwest 
winds, 1.33; (3) in those exposed to west and southwest winds, 1.38. 
In spite of this evidence Gordon's views still meet with skepticism on 
the part of some controversialists. 

The Risk of Inhaling Tubercle Bacilli. Sangman 2 maintains his former 
statement that the "inhalation by healthy adults of droplets containing 
tubercle bacilli has no or almost no significance in the dissemination 
of tuberculosis." The evidence in point which he adduces is the fact 
that of 174 previously healthy lung specialists only 2 developed tuber- 
culosis during three and a half years, and of 64 laryngologists all remained 
healthy. Yet all these 238 persons must have been regularly exposed 
to infection from the cough spray which Fliigge and his pupils have 
shown to be the carrier of bacilli. 

The Question as to the Duration of the Infectiousness .of Various Kinds 
of Dust. Suspended particles of fluid, of sputum, infected clothes, 
house-dust, road-dust, etc., has been closely investigated by F. Kirstein, 8 
who finds that a somewhat limited span of time (almost ten days) 
covered the period in question, each variety giving different results. 
He makes, however, an important reservation in regard to the bacilli 
in the spray from the mouth. The danger from them is not over, as 
we are apt to imagine, when the droplet has fallen. All depends where 
it may have landed. A perfectly smooth surface only will allow it to 
stick as it dries, and to suffer sufficient length of exposure to sunlight 
to destroy its virulence before it is wafted into our breathing air, as 
otherwise would happen at the first powerful draught. 

Prevention is dealt with in many papers, such as those of W. N. 
Beggs, of Lawrence F. Flick, of S. A. Knopf, 4 of R. W. Philip, 5 and others. 

The Household Dust Danger, and the Dustless Methods of Cleaning 
are most practical points urged by Homan. 6 The latter should be made 
compulsory in hotels, clubs, theatres, office buildings, schools, churches, 
and business establishments generally, and, if possible, in the home. 

1 British Medical Journal, November 3, 1906. 

2 Zeitschrift f. Tuberculosa January, 1907, Band x, Heft 3. 

3 Zeitschr. f. Hyg., 1905, Band 1, S. 186. 

4 Prisons and Reformatories, Cremation, etc. 5 Dispensaries, etc. 
8 Journal of the American Medical Association, March 23, 1907. 
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Compulsory Registration in the United States is the subject of a paper 
by W. H. Baldwin 1 which contains the opinions of Biggs, Trudeau, 
Billings, Otis, and Knopf, all favorable to the same policy. 

Glasgow 2 has recently taken a bold step in the same direction by the 
enactment of a temporary period of compulsory notification. 

The Etiological Influence of Economical Conditions in the Spread of 
Tuberculosis constitute another aspect of the social problem. It is 
reviewed by R. Romme 8 in its various bearings: labor, occupation, over- 
work, work in factories or at home, female and child labor, habitations, 
overcrowding, etc. The practical result is arrived at that the aggregate 
prevalence of the disease is an almost exact reflection of the incidence 
of the etiological agencies upon the individual. 

The Diagnosis of Tuberculosis. Early Diagnosis is now widely felt 
to be the first practical requirement. As aids in recognizing incipient 
tuberculosis may be mentioned the following: Barot 4 looks for tender- 
ness of spinous processes and intercostal spaces \ S. Iglauer 5 believes in 
local tenderness over the lesion; G. H. Lemoine 6 lays stress on inequali- 
ties of the breath sounds; all recommend, in addition to tuberculin, the 
well-known physical examination methods, too little approved by their 
results because so difficult in their more perfect application. This 
is especially true of C. L. Minor's Light Percussion of the Apical Out- 
lines, excellent as an adjunct to other signs, but hardly to be trusted 
except from the hands of the arch-expert. 

The Examination of the Blood, studied by A. C. and H. Klebs, 7 does 
not afford sufficiently distinct or early information. 

The X-ray Diagnosis is of all methods probably the most technical. 
The specialist, however, may, according to Lehmann and Voorsanger, 8 
draw safe conclusions from the four chief signs: Williams' diaphragmatic 
sign; the peribronchial thickenings; the apex or scattered haziness; and 
the glandular intrapulmonary enlargements. 

An early a?-ray diagnosis of apex tuberculosis cannot be made where 
there is merely a recent catarrh. But H. Adam 9 believes that when 
an early infiltration accompanies the catarrh, this can be made out in 
advance of any evidence obtainable by physical examination. 

The Detection of Doubtful Apex Lesions has been much facilitated 
for G. Kronig by administering over night sufficient morphia or codeia 
to suppress the night cough and to delay the usual morning clearing of 
accumulated expectoration until an examination can be made. 

1 New York Medical Journal, December 8, 1906. 

2 Lancet, November 10, 1906. 3 Revue de meU, 1905, p. 754. 

4 Monde MeU, 1907, p. 152 

5 Lancet-Clinic, Cincinnati, December 15. 

8 Presse m6d., xv, No. 10. , 

7 American Journal of the Medical Sciences, October, 1906. 

8 Ibid. • XXIII Congress der Inn. Med., Munchen, 1906. 
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In children, d'Espine, 1 who believes in primary localizations in the 
bronchial glands, auscultates for "postvocal whiff" (chuchotement) as 
the precursor of bronchophony below the level of the seventh cervical 
spine. Interscapular dulness is also a later sign. 

Our Mistakes in Diagnosis are exposed by H. L. Barnes 2 from a 
sanatorium admission list, and by H. R. M. Landis 8 in his exhaustive 
paper on Pulmonary Cavities. Eighteen cavities out of seventy-six had 
escaped detection. 

Inequality of Pupils an Early Sign of Tuberculosis. Narich 4 observed 
inequality of pupils in 4 of 27 cases (14.8 per cent.) of incipient tubercu- 
losis. Is this more than the proportion to be expected in subjects of 
lowered vitality and increased sensitiveness usually the bearers of bad 
teeth? The symptom is so trivial and common that it can hardly serve 
as a test for tubercle. 

The Indirect Method of Diagnosis of M. M^rieux 5 consists in injecting 
the suspected serum from blood or blister into animals tuberculized 
three to six weeks previously. He can now report upon an aggregate of 
94 cases. The temperature reactions are usually a rise, but may occa- 
sionally be a fall, of 1° or 2° C. A second reaction which he regards 
as the more distinctive one occurs from twenty-four to thirty hours 
after inoculation. Small doses of tuberculin lead to the same effects. 

Blume 6 has shown that it may be possible in patients free from cough 
and expectoration but presenting doubtful physical signs in the lung 
to discover bacilli in the secretion removed from the vocal cords with the 
help of the laryngoscope mirror. 

The Opsonic Index in Diagnosis. Stewart and Ritchie 7 made an 
examination of the blood in 122 cases (82 probably tuberculous, and 40 
probably not). One-half of the 82 had an index within normal limits; 
of the 40 non-tuberculous 29 also had an index within normal limits. 
But of 75 patients treated by injections of small quantities of tuberculin 
the blood examined on the succeeding days gave a definite negative 
phase in 56. None resulted in 13 non-tuberculous patients. The 
authors conclude: (1) A single estimation of the opsonic index is 
unsatisfactory. (2) If a negative phase appears after inoculation the 
presence of tuberculosis may be diagnosticated. (3) The absence of a 
negative phase indicates its absence. They also believe that patients 
who recover fail to show a negative phase. 

The Question of Anti-opsonic Action is raised in a practical form 
by Ludvig Hektoen. 8 Outside the imperfectly studied specific anti- 

1 Bull. Acad. d. MeU, lxxi, No. 5. 

2 Journal of the American Medical Association, February 16, 1907. 

3 American Journal of the Medical Sciences, October, 1906. 

4 Rev. M6d. de la Suisse Romande, December 20, 1906. 

6 Rev. de MeU, 1906, p. 155. ' • Berlin. Klin. Woch., 1906, No. 29. 

7 Edinburgh Medical Journal, May, 1907. 

8 New York Pathological Society, February 23, 1906, vol. vi. 
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opsonins, there are various non-specific anti-opsonic solutions, and 
amongst them calcium and barium chloride and many other inorganic 
salts, and also formaldehyde, lactic acid, chloroform, and alcohol as proved 
experimentally by himself and Ruedinger. Any of these z for instance for- 
maldehyde, would seem to be contra-indicated as an intravenous injection. 

The Diagnostic Dose of Tuberculin is discussed in an editorial 1 
on the basis of Roepke's recent observations on over 700 patients. 
At the Congress in Paris in 1905 Lowenstein and Kauffmann claimed 
that 0.2 mg. repeated three or four times at intervals of a few days was 
sufficient. But the old Koch method began with 1 mg., to be gradually 
increased to 10. 

Roepke 2 has found Lowenstein's dose to be much too small and only 
fit for an initial dose. He, therefore, recommends giving after a few days 
a further dose of 1 mg., and a few days later, if no reaction has occurred, 
five times the second dose. This gives results as good as the old Koch 
method with only half the maximum dose. 

Pyrexia from Suggestion in Relation to the Tuberculin Test. Lorenz 8 
points out that we must eliminate this factor before we can rely upon the 
genuineness of the test. A simple method would be to use a preliminary 
blank injection. His series of separate trials of these bland injections 
in 200 individuals resulted in a febrile reaction in 39 per cent, of them; 
and the reaction occurred once in 17 per cent, and more than once in 
22 per cent, of the patients, some of whom reacted almost invariably. 
On the other hand, when in any subject this possible source of error 
had been eliminated, a diagnosis could safely be based upon a rise of 
even \° C. 

The Serum Diagnosis by Agglutination might be considered as 
finally disposed of according to the further results reported by H. M. 
Kinghorn and D. C. Twitchell, 4 who obtained 59 positive reactions in 
70 healthy subjects, and 12 negative reactions in 155 subjects of tubercle. 
It is, nevertheless, regarded by Grysez and E. Job 5 , as a practical method 
especially adapted for use in the army. It is free from all danger; and 
when it gives a positive result it points to the need for special precautions 
or for immediate discharge from the service. Of 69 examinations 
40.5 per cent, yielded a positive indication which tallied with the general 
symptoms of loss of weight and debility, and with the personal and 
family antecedents. They, therefore, conclude that it is a valuable aid 
to an early diagnosis. 

Ehrlich's Diazo Reaction in Pulmonary Tuberculosis. Jun- 
ker's 6 examinations, which exceed 2000, prove (1) that the reaction is 

1 Journal of the American Medical Association, April 27, 1907. 

2 Zeitschrift f. Tuberculose, March, 1907. 

8 Brauer's Beitrage z. Klin, der Tuberculose, Band v, Heft 2. 
4 American Journal of the Medical Sciences, October, 1906. 
6 Revue de m&lecine, 1906, p. 705. 
8 Brauer's Beitrage z. Klin, der Tuberculose, Band v, Heft 1. 
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useless in the selection of cases for sanatoria; (2) that it is present 
with a frequency proportional to the lateness of the stage (0 per 
cent, in the first stages; 19.4 per cent, in the second, 45.5 percent, in 
the third stage) ; (3) that only a long persistence of a positive reaction 
should justify a bad prognosis; (4) the more " positive" cases are 
definitely less amenable to tuberculin treatment. 

At the Sabbathberger's Hospital in Stockholm 1 serial examinations 
conducted weekly or bi-weekly in 266 patients seemed to indicate much 
more definite conclusions, viz., that the probable durations of survival 
after this reaction had set in strongly does not exceed six months (the 
average being of two months only) ; whilst only a few of those succumb, 
even in an advanced stage of the disease, who remain permanently free 
from the reaction. 

The diazo reaction laboriously studied by Weisz 2 in the urine of 
257 sanatorium patients by consecutive examinations spreading over 
months, the minimum being one month, proves to be conspicuous by its 
inconstancy except in the bad cases. The reaction is only obtainable 
in the urine and at a certain concentration. It is interesting to note 
that the diazo reaction may be obtained after a tuberculin reaction. 

The Anemias of Tuberculosis. M. Labb£ 3 notes that the cutaneous 
pallor, or ochrodermia, of early tuberculosis is often not accompanied 
with any true anemia, or only with little of it and in women with a little of 
the chlorotic blood state. Incidentally, Labbe" expresses his concurrence 
with Landouzy's opinion that "chlorosis is commonly a latent tuber- 
culosis." But in the chronic forms anemia occurs in various degrees 
and kinds in addition to the ochrodermia, particularly in the pyrexial 
forms. In some cases, however, both pyrexial and apyrexial, and of 
the indurative as well as of the caseous type, there may be no ochrodermia, 
the exception being for ochrodermia to occur alone without true anemia 
but with oligemia only. 

The allegation that chlorosis is often a tuberculosis in disguise may 
be susceptible of proof, as the age for it is also the age for tuberculosis; 
and it would not be conceivable that the latter should invariably spare 
subjects so specially predisposed by their enfeebled state as chlorotic girls. 
As a matter of clinical experience is it not a fact that the great majority 
of the latter recover completely from their chlorosis, and during their 
attack very rarely present any pulmonary or other tuberculous symptoms 
or signs? My own conclusion from the common run of observation 
and from the considerations just put forth inclines to be precisely 
the opposite, namely, that the comparatively rare evolution of a 
chlorosis into a tuberculosis tends to suggest the existence in the 
chlorotic individual of a special resistance or of some protective agency. 
The fact that the state of pretuberculosis is one of relative loss of 

1 Zentralblatt f. inn. Med., 1906, No. 30, p. 758. 

2 Wien. klin. Woch., 1906, No. 44. s Rev. de meU, 1906, p. 225. 
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weight and fat, which chlorosis by definition is not, is an obvious 
argument — one of many — which must cast considerable doubt over the 
view of Landouzy and Labb£. 

Uremia in Tuberculosis is described by P. Teissier 1 as a chronic 
process free from convulsions or epileptiform seizures. It is apparently 
not a very definite entity as the symptoms of progressive general intoxi- 
cation assume the respiratory and the gastro-intestinal types which 
especially belong to the clinical developments of tuberculosis itself. 

Unusual Forms of Hemoptysis have been reported by E. Scherer 3 
and by H. Castellani. 8 Scherer reports a patient whose menstrual periods 
during the last ten months were preceded by a premenstrual hemoptysis 
lasting one or two days. The interval between these pulmonary hemor- 
rhages was from twenty-four to twenty-six days. 

Spirochete in the Sputum. Castellani's observations were made 
on two patients with chronic cough and blood-stained expectoration 
occasionally consisting of pure blood. Only one of them presented 
slight feverishness and loss of flesh. There were no physical signs 
of tubercle nor could any tubercle bacilli be detected. Inoculation 
was also negative. But in both cases large quantities of spirochete of 
various shapes were found and continued to be present for a long time. 

A case of hemoptysis in a negro with numerous spirochete in the 
sputum was also reported by C. W. Branch, of Kingstown, St. Vincent, 4 
after a searching study of the sputum and of the tissues postmortem. 
He describes two varieties: Spirochete refringens, and another form 
resembling Spirochete pallida. Their occurrence was strictly limited 
to the sputum within the larger bronchi and upper air passages. The 
case was one of phthisis. The tenacity of the mucus was "quite 
remarkable." 

The Treatment of Tuberculosis. Amyl Nitrite in Hemoptysis. 
Francis Hare's 5 treatment has received almost uniform approval, although 
in a few subjects it fails to act. Albert Abrams 6 believes that it drives 
the blood from the lungs by stimulating the bronchoconstricting fibers 
of the vagus. He has shown 7 that the general (systolic) blood pressure 
is not lowered permanently by the nitrites, but quickly rises from 10 
to 30 mm. Hare believes that the amyl nitrite acts as a vasoconstrictor 
in the lung, as demonstrated by Pic and Petitjean, 8 and as a vasodilator 
elsewhere. It does not, like adrenalin, lead to a reactionary hyperemia. 
As its influence supersedes the necessity for morphine, the important 
function of cough for clearing the lung of clots of extravasated blood 

1 Presse meclicale, xiv. 

* Brauer's Beitrage z. Klin, der Tuberculose, Band vi, Heft 3. 

8 Lancet, May 19, 1906. 4 British Medical Journal, December 7, 1906. 

* Lancet, November 24, January 12 and 19, April 6, 1907. 

* Ibid., December 15, 1906, and January 12, 1907. 

7 American Journal of the Medical Sciences, November, 1904. 

8 Compt. R. Soc. Biol., January 26, 1906. 
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is not interfered with. The favorable verdict of experience justifies me 
in making the recommendation that no case of phthisis should be 
allowed to be without an immediately available supply of nitrite of amyl 
for inhalation. 

Calcium Chloride is recommended by P. S. Hichens 1 after an initial 
morphine injection and turpentine inhalation. A cool room, cool and 
partly dry diet, and a propped-up position are indicated. Nitroglycerin 
should be used if the hemorrhage should persist or recur. 

The Opsonic Therapy has received increasing notice in various com- 
munications, such as C. D. Aaron's, Pottenger's, B. M. Randolph's 
and many others, whilst Sir A. Wright continues his indefatigable labors. 

Marmorek's Serum and the Opsonic Index. Bosanquet and French 2 
give particulars, with opsonic charts, of 5 cases of advanced tubercu- 
losis of the lung. The result was very similar in all cases. Rectal 
injections given daily were accompanied by a high opsonic level, which, 
however, did not persist. Subcutaneous injections in the 1 case tried 
produced a rapid fall, which subsequently rose when the rectal method 
was substituted. When tested the serum was found to have an index 
of only 0.127. Their experience coincides with the good opinions ex- 
pressed by other clinical observers. 

Marmorek's serum is also favorably reported on by A. Hoffa, 3 who has 
used it subcutaneously and per rectum in cases of surgical tuberculosis. 
The doses varied from 2 to 10 c.c.*€aily. He recommends the method 
for extended use on the strength of his favorable results. 

The Marmorek serum was tried by Mann 4 in 23 cases, in the first 
and second stages only one of them presenting signs of a small cavity. 
Although there was some appreciable diminution of the catarrhal symp- 
toms the main result was discouraging. In most of the cases the local 
lesion showed progressive deterioration. 

The Watery Extract of Tubercle Bacilli used by James Sawyer 5 is again 
reported upon by him in favorable terms. 

The Use of Strychnine in Pulmonary Tuberculosis in the maximum 
physiological dose was recommended by the late William Pepper ten 
years ago. Its administration has since that time been practised by 
W. F. Milroy, 6 with the best results, in doses which almost suggested 
that an antidotal effect upon the strychnine was possibly exerted by 
the tuberculous condition, as the tolerance for the drug subsided with 
the disease. The patient is to be warned how to recognize the earliest 
sign of an overdose; and the physiological limit is muscular rigidity: 
(a) in the posterior muscles of the neck; (b) in the muscles of the jaw; 
(c) or in the anterior muscles of the thigh, making the feet rise high in 

1 Practitioner, March, 1907. 2 British Medical Journal, April 13, 1907. 

8 Berl. klin. Woch., October 29, 1906. 

4 Wien. klin. Woch., 1906, Nr. 42. 5 Therapeutic Gazette, 1907, p. 167. 
8 New York Medical Journal, August 25, 1906, p. 382. 
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walking as if about to step over some object. The dose should then 
be diminished by about one-quarter, and again increased to a point 
just short of that which previously gave symptoms. 

Milroy has slightly modified Pepper's method. In an adult he begins 
with ■£$ gr. at each dose. At the end of each period of five days 
add -£$ gr. to one of the doses until -fa are given four times daily. 
Let the increment of increase be ^ gr. above this amount, or if the 
physiological limit is attained before all of the doses have raised 
to ^. He sees no reason why this remedy should not be used in con- 
junction with the "open-air" as well as where this is not available. 

Isotonic Seawater Subcutaneous Injections continue to be largely used 
at Arcachon and Nice and other seaside places, not only for tuberculosis, 
and scrofula, but for various affections, such as debility, constipation, 
dysmenorrhea, migraine, neurasthenia, mental diseases, etc. At a 
meeting last autumn of the Socie*te" de Therapeutique several speakers 
denied the superiority of seawater over ordinary saline solution or arti- 
ficial serum. Others held that the injections have a stimulant effect 
similar to that of cold baths and injections of ether, caffeine, strychnine, 
and sparteine. This effect was attributed by some to a rise in arterial 
pressure. A summary of the whole subject has been given by Bousquet. 1 

F. Lalesque 2 gives a favorable account of the treatment as being 
applicable to not only the early stages, but, in view of the good effect 
upon the general strength and the appetite, also to cases with excavation. 
Hemoptysis is not a contra-indication, and it has not been recorded as 
a complication, of the cure. 

Artificial Passive Hyperemia of the Lungs is shown by E. Kuhn 8 to 
be within the range of practical therapeutics, and to be available as a 
prophylactic as well as a curative agent, in cases of mild or moderate 
pulmonary affections. Hitherto it has remained free from any hemor- 
rhagic complications. Kuhn was led to use it by Bier's fundamental 
observation that cardiac defects leading to pulmonary, hyperemia are 
seldom associated with tuberculosis, whereas pulmonary stenosis and the 
resulting anemia of the lung usually end in pulmonary disease — an obser- 
vation which also supplies an explanation for the special liability of the 
pulmonary apices to bacillary infection. The best means of producing 
artificial hyperemia of the pulmonary circulation was to set up a dimin- 
ished, i. e. y suctional, pressure within the lung, and Kuhn has succeeded 
in •accomplishing this by means of a "Suctional Respirator or Mask," 
which opposes a graduated resistance to inspiration and allows expira- 
tion to take place without any hindrance. In a series of about 40 patients 
the results have proved to be uniformly satisfactory. In addition to 

1 Bulletin des Sciences Pharmacologiques, 1906, No. 8, p. 446. Lancet, Novem- 
ber 17, 1906. 

2 Journal de me'decine de Bordeaux, 1906, No. 39. 

3 Deutsch. med. Woch., 1906, Nr. 37. 

3 
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conscious improvement, they showed definite progress as regards cough 
and expectoration, and also in the diminishing number of their bacilli. 
Moreover, in some of them a notable increase was found in the corpus- 
cular richness of the blood. 

Artificial Pneumothorax. C. Fortanini 1 has been using systematic 
injections of pure nitrogen into the pleura in a series of 25 cases of pul- 
monary tuberculosis to bring about complete collapse of the lung for 
prolonged periods. It does not appear from his report that any of the 
cases have yet been cured. The principle which this method represents 
has now been before the profession for many years. It belongs to the 
class of heroic remedies — by definition incapable of nothingness, but 
abound to work palpably good or evil. Its remedial action on pulmonary 
phthisis might have been equal to its heroism; but facts do not warrant 
that conclusion. The profession has not endorsed it as the life-saving 
method for which we have been looking for ages, and which we are still 
praying for. 

Radio-activity of Air in High Altitudes. F. Jessen, 2 of Davos, has 
taken up the study of the influence of radio-active emanations upon 
bacteria, an influence comparable with that of radium itself, though of 
course considerably weaker. 

Saake had previously demonstrated in the neighboring valley of Arosa 
that the radio-activity of high altitude air is three times as strong in 
emanations as that in the plains, and may be five times as strong. More- 
over, as the difference between the electropositive air and the electro- 
negative earth increases with the elevation, there are at least two agencies 
which favor in the altitude the accumulation of radio-active substances 
in the human organisms. 

The therapeutical question must always retain in the individual case 
its individual aspects. But it cannot be held that every "Home Climate 9 ' 
is as good as the best climate abroad. 

As Regards Sea-coast Climates, whatever views may be held as to 
their relative inferiority to the altitude for cure, I 3 have pointed out 
that in countries such as the United Kingdom without any high mountain 
the marine climate is the best for prevention, and that particularly for 
children, the seaside is the natural site for the preventive sanatorium 
or preventorium. 

Love in the Sanatorium. The "novel danger" signalled by David 
LawsonV paper has in reality been a feature of the sanatorium system 
from the first. For the "cure" itself the psychical state in question is 
not a help, and with due exceptions the responsibilities of a wedded life 
are not desirable for the phthisical. But the subject has much wider 

1 Deutsch. med. Woch., 1906, Nr. 35. 

2 Ann. Schw. Bain. Gesellschaft, 1906, Heft 2. 

8 Journal of the British Balneol. Society, 1907. 
4 British Medical Journal, 1907, i, p. 171, h 
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aspects than those of mere sentiment or of individual welfare. Social 
and public health questions are involved, and the question of heredity 
presses itself upon us with practical directness. 

Muscle Re-education and Convalescent Sanatorium Methods. The 
method of graduated labor recently much advocated and already 
tried, is faintly praised by W. C. Rivers, 1 who has had experience in 
two public and in four private sanatoriums, and whose misgivings 
concern the upper-class patients. But the reports from the Brompton 
Hospital Sanatorium and others are distinctly favorable. 

The Open-air Couch for Invalids devised by J. Madison Taylor 2 
is suitable for the open-air treatment of many conditions. 

It is comfortable, light, portable, and cheap. It does not permit the 
cold air to circulate under the patient too freely, and it can be artificially 
heated if necessary. 

The Pneumatic Cabinet of Bowditch 3 and of Quimby, 4 improved by 
George Stoker, 5 has already been mentioned in these reports as well 
as the Window-tent of Knopf, 6 who contributes a valuable article on 
aerotherapy and solar therapy. 7 ^ 
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The Square Chest of Soldiers and the Setting-up Drill, by which the 
military bearing is attained, have been criticised by Lieut. Colonel F. A. 
Davy, M.D., 8 as wrong in theory and injurious in practice. Not only 
may rigid shoulders and a bulging chest interfere with respiratory 
movements, but "holding the breath" disturbs the balance between the 
respiratory and the circulatory systems. 

An editorial 9 on "Judicious Lung Gymnastics" reminds us that 
according to Woods Hutchinson, "athletes are two and one-half times 
as liable to cardiac diseases; 60 per cent, more liable to kidney diseases; 
and 25 per cent, more liable to die of the three main infectious diseases 
of adult life than the average man." 

For phthisical individuals lung gymnastics should certainly be inter- 
dicted when there is subnormal temperature, fever, acute or advanced 
disease, laryngitis, rapid and tumultuous heart, fatigue or dyspnea on ex- 
ertion, hemoptysis, recent pleuritis, and other intercurrent or complicating 

1 Lancet, August 6, 1906. 

2 Journal of the American Medical Association, February 23, 1907. 

3 Boston Medical and Surgical Journal, July 16, 1885; and Journal of the American 
Medical Association, August 1, 1885. 

4 Internat. Med. Magazine, January,. 1893. 

8 Progressive Medicine, September, 1904. 8 Ibid., September, 1905. 

7 Journal of the American Medical Association, January 19, 1907. 

8 Army Medical Department, Report for 1905, Lancet, February 16, 1907. 

9 Journal of the American Medical Association, April 27, 1907. 
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diseases. It must be always remembered that in phthisis the organism 
is on the verge of bankruptcy, and may easily collapse with immediately 
fatal issue. Of course, before prescribing "deep breathing, with the 
lips closed/' the upper air passages should be examined for any obstruc- 
tion to respiration. 

The "High Diaphragm," and its Diagnostic Significance in Regard to 
the Blood and Circulation. A widely suggestive paper by T. Stacey 
Wilson 1 deals with the value of an abnormal rise in the average level 
of the diaphragm as a guide to the volume of the blood in active circu- 
lation. Its main propositions are to the effect that: (1) When from any 
cause the total volume of the blood in circulation is materially diminished 
the total bulk of the intrathoracic viscera is correspondingly diminished 
by the relative emptiness of the thoracic bloodvessels, especially those 
of the lungs; this diminution shows itself by an elevation of the 
diaphragm. (2) The rise of the diaphragm may frequently be detected 
clinically, and when present is of value in diagnosis, and affords an im- 
portant indication for treatment. 

The Normal Position of the Diaphragm can be recognized clinically 
by ascertaining the upper level of the gastric resonance in the left nipple 
line or of the upper border of the liver in the right nipple line. "The 
recumbent posture is essential to accuracy, because in the erect posture 
the gaseous contents of the stomach, if scanty, may rise up into the arch 
of the diaphragm, and the dulness of the liquid contents of the stomach 
be" continuous with the dulness of the left lobe of the liver and the heart." 
Wilson prefers of the two methods named, the percussion of the gastric 
resonance as easier and more reliable for the following reasons: (1) 
There is much variation in the upper level of the liver dulness of healthy 
individuals, dependent upon the degree to which the lungs have been 
expanded by exercise or athletics, etc. (2) The respiratory movements 
of the lower edge of the lung render exact accuracy of record as to its 
level impossible. (3) The level of the diaphragm on the right side is 
more apt to be interfered with by ill-defined pathological conditions of 
the lung than is the case with the level of the central tendon which under- 
lies the heart." As technique he uses the ordinary percussion, and the 
auscultatory "reverberation" method, viz., the auscultation of the 
limits of conduction of some continuous sound, such as that of scratching 
a rough pencil applied to the surface over the organ examined. He 
finds that the upper limit of the gastric resonance is in the sixth left 
interspace. 

As to the mechanism at work Wilson eliminates pressure from below, 
as he finds in all these cases that the abdomen is empty or normal in 
appearance and that there is no increase of intra-abdominal pressure. 
Moreover, the lower level of the stomach is often raised as well as the 

1 British Medical Journal, April 27, 1907, 
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upper border, and the stomach never prominent in the epigastrium as 
it is when so much distended as to exert pressure on the thoracic viscera. 
By exclusion he assumes that the diaphragm rises owing to a lessening 
in the amount of blood contained in the lungs, heart, and great vessels 
in the thorax. It is cogently argued that a "high diaphragm" is thus 
a result and, therefore, an indicator of a shrinkage in the total volume 
of the blood from malnutrition. "There must be a limit below which 
the specific gravity of the blood (or the percentage composition of its 
various constituents) is not allowed to fall. With a lessened intake of 
food, when the impoverishment of the blood reaches this minimum 
limit, it can go no farther without damage to the organism; and, con- 
sequently, if the shortage of food continues the total volume of the blood 
must be lessened. 

"It is possible that this law of an irreducible minimum may hold 
for many of the constituents of the blood, and that the high diaphragm 
of neurasthenia may be due to the deficiency in the blood of some 
chemical substance, or some internal secretion, as in the case of a laborer 
who was cured by the administration of thyroid gland." 

Wilson has found a high diaphragm chiefly in the following conditions : 
Some severe cases of enteric fever developing failure of assimilation; 
artificial lirditation of food, as in rectal feeding; severe hemorrhages; 
anemias and neurasthenia. The condition may also arise from heart 
weakness resulting in an automatic diminution in the amount of blood in 
circulation in order to accommodate the burden to the power. "It is 
especially noticeable where rapid myocardial failure is due to the rheu- 
matic poison, as this causes a softening of fibrous tissues, allowing the 
displacement of organs to occur the more readily Thus in primary 
myocardial weakness we shall expect a high diaphragm, unless, as in 
advanced age, the tissues be too rigid to yield easily; whilst in cases of 
obstruction to the circulation, as in valvular defects, there will be excess 
of blood in the veins of the thorax and a normal or a low diaphragm 
would be found." 

It would occupy too much time to discuss Wilson's main proposition, 
but there are points of technique which need criticism. The question 
is whether in any given case we can express with sufficient precision 
the level of the diaphragm in terms of the ribs, of the costal interspaces, 
and of the nipple line. There is in reality only one strictly reliable 
anatomical standard of measurement for its variations, and that is the 
vertebral column. As this is not easily available for clinical reference, 
the next best skeletal landmark is the stqrnum; only, owing to the mobility 
of its lower end to which the central tendon is connected, we cannot regard 
the sternum as a perfect standard. Let it be stated, too, incidentally, 
that its displacements forward or backward would influence the degree 
of tension of the membrane anteroposteriorly, and its apparent level. 
Nevertheless, the anterior level of the diaphragm may generally be 
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identified by percussion as occupying a definite anatomical situation, 
viz., the top of the infrasternal notch. This is also the exact normal 
level of the "hepatic line" of absolute liver dulness whilst the "supra- 
hepatic line" of partial dulness is, as stated by Wilson, apt to vary in 
its distance above the latter. As (with rare pathological exceptions) 
the liver and the diaphragm always rise and fall together bodily, our 
most reliable method of localizing the diaphragm would be to determine 
the position of the "hepatic line" in the infrasternal space. Greater 
attention has been given of late to the art of percussion in Germany, and 
it has at last been recognized that there is no difficulty in determining 
that line even on the left side where an entirely distinct dulness, that 
of the heart, lies above it; and still less difficulty in identifying the same 
line below the sternum and at the right base. This is also true when the 
extraordinary condition occurs, which I described in connection with 
the spleen as "boxy," and which I subsequently met with in the liver. 
It does not appear that the absolute rise or fall of the diaphragm can be 
determined with accuracy with and other skeletal landmarks, particularly 
if they be so shifty as are the ribs in the nipple line, although the relative 
or apparent rise or fall may be considerable. As a fact when the thorax 
collapses upon reduced abdominal and thoracic viscera the lower ribs 
are greatly depressed whilst the absolute diaphragmatic level may have 
varied but little. Careful measurements taken in two adult female 
cases of the kind Wilson has described have enabled me to demonstrate 
that it is possible for the infrasternal level of the diaphragm to drop 
to one-half inch below the angle, and at the same time for its level taken 
at the left nipple line to be apparently raised as high as the fifth rib, 
although the line drawn through these levels remains horizontal. 

As the thoracic contents are much more largely made up of air than 
of blood a depressed respiratory function from lowered vitality, from 
loss of exercise, or from insufficient diet might account for a good deal of 
the thoracic collapse associated with an apparent rise of the diaphragm. 
In both the patients referred to the effect of one-quarter hour's respiratory 
exercise in bed was to raise the "hepatic line" in the infrasternal fossa 
almost to the normal and to cause so material a rise of the lower ribs 
that the upper line of the resonance of the stomach corresponded with 
the sixth instead of the fifth interspace. It is well known that if the 
thoracic diameters be measured in the tight-laced and in the un-laced 
condition, a considerable difference will be found; and this shows that 
the diaphragm can assume very different attitudes between its position 
of tension as a pumping membrane and its position of relaxation analo- 
gous to the flaccidity of an imperfectly inflated balloon. 

An entirely distinct question is that of the effect upon the active function 
of the diaphragm. Extreme degrees of relaxation might conceivably 
throw it out of action altogether, in spite of the considerable adapta- 
bility with which it has been credited. We may assume that in addition 
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to the common form of muscular contractility it is endowed with an 
unusual amount of myotonic contractility for the adjustment of the 
length of its fibers to the variations in the distance between their attach- 
ments. But this, as well as the mechanisms of stimulation and of 
response, lies beyond our present range. 

The rise in level of the diaphragm described by Wilson seems to 
have been of the relative kind rather than absolute rise, nevertheless 
his paper opens up natural considerations likely to be of value in diag- 
nosis, in prognosis, and in treatment. 

The Paralyses of the Diaphragm. The case described by 
J. Ohm 1 was of unusual severity and due he thinks to a rheumatic 
neuritis. Similar though less serious attacks of paralytic rise of the 
diaphragm on one side are to be observed in pleurisy or pleuropneumonia, 
including the tuberculous variety. They are probably brought about by 
an extension of the inflammatory process from the costal to the dia- 
phragmatic pleura. 

The Pleura. The Safe Diagnosis of Pleural Effusions. Simon 
and Amenille, 2 in the presence of the uncertainties of examination, have 
arrived at the conclusion that in as much as there are no physical signs 
truly pathognomonic, that safety "lies only in their numbers," and 
absolute evidence only in the fluid drawn by an exploratory puncture. 

This skepticism is strange reading to those of us who are familiar 
with the work of Koranyi, Rauchfuss, and Grocco 8 and with the con- 
firmatory evidence afforded by the "crucial tests and counter tests" 
introduced 4 as part of a rapid percussion method for the diagnosis of the 
presence and amount of pleural effusions, by means of the "dorsal 
triangle of dulness." The method does not necessitate any auscultation 
or palpation of either voice or respiration; though these may be wisely 
practised as adjuncts. As regards time (reckoned after the chest is bared 
and ready for examination), the minimum required for percussing out a 
single effusion has not, in my hands, exceeded thirty to forty seconds; 
and the demonstration of a bilateral effusion can be made within one 
minute, the crucial tests occupying only a few seconds in addition. 

Thayer and Fabyan, 6 in their exhaustive paper reviewing the whole 
subject, refer to the crucial tests, but do not dwell upon the important 
recommendations of rapidity, an advantage possessed by no other 
known method in the same degree. Their own results have been 
satisfactory and strongly in favor of the method, although they may 
not have had the unqualified success attainable with the fine definition 
of a Sansom's pleximeter. With growing experience of the method 
I am the more thoroughly able to trust it. 

1 Zeitschrift f. klin. Med., Band lix, p. 521. 

3 Arch. gen. de meU, October 9, 1906. 

8 Progressive Medicine, September, 1905 and 1906. 4 Lancet, July 22, 1905. 

8 American Journal of the Medical Sciences, January, 1907. 
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But to revert to our French authors — far from exploratory puncture 
being the only criterion, my experience has been that it often fails to 
draw the fluid when fluid is present, and when its presence is attested 
by the dorsal triangle sign. The best operator cannot make sure of 
drawing fluid into the fine needle from a layer of serum of minute thick- 
ness with the lung in contact as a plug. But the paravertebral triangle 
affirms the fact of effusion in spite of "the dry tapping/' and frequently 
its early disappearance will show that fluid must have been there at the 
time and that its complete absorption has eventually taken place. In 
short, in this method, pleural effusion of the ordinary type has found 
its pathognomonic sign. 

Shoulder Pain in Diaphragmatic Pleurisy. Leonard J. Kidd 1 
draws attention to a well-established symptom, that of fixed, severe pain 
in one or both shoulders over the fourth cervical area, dependent upon 
the connection between the phrenic nerve and the acromial branches 
of the cervical plexu§. He believes that in those cases of habit spasm 
that show hiccup, grunting, and spasmodic noises there is often under- 
lying them old diaphragmatic pleuropneumonia or pleurisy. 

The Inferiority of the Pleura in Resisting Infection, as 
compared with the peritoneum, is partly explained by NoetzePs 2 experi- 
ments in rabbits. When no air is injected together with the bacteria 
the pleura escapes infection. Should, however, pneumothorax be 
set up the invariable result is a purulent pleurisy. 

Influenzal Pleurisy. Two cases have been reported by Ghedini 3 
in which bacteriological examinations excluded other infections and 
the effusion gave a strong agglutination test with Pfeiffer's bacillus. 
The latter was also identified in the blood and in the splenic pulp. A 
case of influenzal peritonitis also came under his observation. 

Acute Consecutive Left Pleurisy in Mumps occurred on the 
thirteenth day in a youth of sixteen years under the care of Perrin and 
Parisot. 4 The fluid was sterile but contained many red cells and small 
mononuclear lymphocytes. 

The Treatment of Pleurisy. Chest Fixation by Adhesive Traction 
Plasters has been elaborated by Charles Denison 5 into a practical 
method for the treatment of pleurisy, of pulmonary hemorrhage, of 
pulmonary excavations, etc., not to mention fractured ribs. 

The principle is to immobilize the affected side of the thorax and to 
compress it. For this a special unshrinkable and unwrinkling fabric 
is spread with zinc oxide rubber material in widths of nine inches and of 
seven inches, to be cut into triangular shape, so as to afford a broad 
end for application to the anterior axillary, and another to the posterior 

1 The Hospital, May 18, 1907. 

2 Arch. f. klin. Chir., Band lxxx, Heft 3. 

8 Gaz. degli Osp. e delle Clin., 1906, No. 123. 

4 Province Med., No ; 38, 1906. 8 Medical Brief, October, 1906. 
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axillary surface; and a narrow end for fixation, after traction, to a 
soft shoulder-collar of suitable construction. One of the patients 
with a cavity wore the plasters for eight months with permanent reduction 
in the size of the vomica. 

Denison considers this method to be the best of all treatment for 
hemoptysis because he perceives in the latter the following mechanism. 
Some obstruction from engorgement or disease occurs in the distribution 
of the pulmonary artery which has no anastomosis. During the forcible 
inspirations preceding the cough, the blood, which has been oxygenated, 
is sucked around through the anastomosing pulmonary veins into the 
occluded portion of the lung fed by these pulmonary arteries, and thus 
congestion takes place which, on increase of pressure, may break out 
into a pulmonary hemorrhage. This not only would satisfy the condi- 
tions when extreme exercise causes hemorrhage, but also explains why 
most of these hemorrhages are of bright red blood and not of venous blood 
which the pulmonary arteries contain. 

The treatment of pleurisy elaborated by Fraenkel 1 includes a recom- 
mendation to resort to diuretics, digitalis, and physical methods after 
the performance of paracentesis. I have found it of practical advantage 
to begin with the diuretics and heart tonics and to slightly delay the 
paracentesis until their physiological effect had time to develop. 

Robin 9 s Treatment 2 does not include paracentesis unless (1) the quan- 
tity or locality of the effusion be a source of danger, or (2) the reabsorption 
be too slow. During the acute stage he gives a milk diet with calomel 
the first day, and then salicylates for a week. Blistering is useful, and 
infusion of jaborandi available for the more vigorous; whilst diuresis 
is promoted by infusion of broom, squills, and potassium acetate. Pain 
is met by wet cups, or morphine injections; the actual cautery and 
iodine applications may be used. The patient may get up when the 
adhesions have been formed. Arseniate of sodium and potassium 
iodide are useful at this time. During convalescence, chest massage 
and gymnastics are to be recommended, as well as a high altitude 
if friction should persist. 

Autoserum Therapy in Pleural Effusion. Fede 8 in five cases of 
pleural effusion has tried a mode of treatment first suggested by Gilbert 
in 1894, and mentioned in my report for September, 1905, p. 51. This 
consists in the subcutaneous reinjection of some of the pleural fluid 
withdrawn from the patient. About 1 c.c. of the fluid is drawn into the 
syringe, and without removing the syringe completely the same fluid 
is injected into the cellular tissue. Only one of his cases was bacillary. 
A subsequent rise in temperature may perhaps indicate tubercle. The 
treatment is innocuous and, he thinks, beneficial. 

He cites a case in which improvement was not noted after simple 

1 Deutsch. med. Woch., xxxiii, No. 1. 

2 Jour, des Prat., January 5, 1907. 3 Riforma Medica, December 1, 1906. 
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withdrawal of 7 c.c. of the serum, but only after the second aspiration 
followed by the subcutaneous reinjection. In acute cases two injections 
of 1 c.c, and in chronic cases four or five may be required, but early 
cases may be cured in twelve to fifteen days. 

Intraneural Therapeutic Injections have been practised by Adolf 
Schmidt 1 for the treatment of pleural and pulmonary affections. For 
the cure of chronic exudations he has devised a special form of syringe 
for the injection of gases, oxygen gas being that which he favors. He 
also reports favorably upon his results in the treatment of pulmonary 
cavities by the pressure of intrapleural injections after the method of 
Murphy; the most favorable cases were those of bronchiectasis. The 
original method was varied, however, by the addition to the air injection, 
of oil or of water, the effect of oil being of course more lasting. Brauer, 
of Marburg, referred on the same occasion to his own special technique, 
the object of which was to prevent any injury to the lung. 

Intrapleural Formalin Injections for Recurrent Effusion. This 
treatment was first adopted by L. D. Chaplin 2 at J. B. Murphy's sug- 
gestions. One ounce of a 2 per cent, solution of formalin in glycerin 
was injected after removal of three quarts of fluid at a fourth paracentesis 
in a man aged twenty-nine years, whose sputum and whose pleural 
transudate gave a negative inoculation result. The fluid began to 
reaccumulate as before, but after a few days it ceased increasing and 
gradually declined and disappeared, the patient's health being completely 
restored. 

(i Antistreptococcic Serum in Empyema" is a practical suggestion in the 
direction, which has long been overlooked and to which the writer 
has drawn attention, of treating the suppuration of empyema not only 
mechanically, but therapeutically. Evans' patient, aged two years, 
was treated by incision and resection. As, however, the feverishness 
continued and nutrition was flagging, and as no tubercle bacilli had 
been found in the pus, 5 c.c. of antistreptococcus serum were injected 
on two successive days. The temperature fell and did not rise again 
for seven days, when a third injection was given, with permanent apyrexia 
and rapid recovery as a result. 

Pleural Paracentesis. Special mention is due to F. Forchheimer's 8 
paper on the "technique" and to J. A. Capp's 4 important "Observations 
on the Effect on Blood Pressure of the Withdrawal of Fluid from the 
Thorax and Abdomen." The latter should be consulted for its sug- 
gestive information. 

The Risks of Paracentesis. Fatal Air Embolism from Puncture of 
the Liver with an Aspirating Needle. N. Low 5 reports that instantly 

1 XXIII Congress d. inn. Med., Munich, Zentralbl., Nr. 20. 

2 Boston Medical and Surgical Journal,' April 18, 1907. 

8 Journal of the American Medical Association, January 5, 1907. 4 Ibid. 

5 Journal of Railway Army Medical Corps, April, 1907. 
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there was a loud hissing noise as of air being sucked in, and respiration 
•stopped. After one or two feeble beats the pulse stopped. Attempts 
at resuscitation failed. One and a half pints of blood were found in 
the peritoneal cavity. The right heart was filled with frothy blood and 
air bubbles. The base of the right lung was adherent to the diaphragm 
above an abscess in the right lobe of the liver. The puncture was in 
the right lobe two inches above the lower margin. A large branch 
of the portal vein had been opened. 

Death from Tentative Pleural Acupuncture. BonnigerV case was 
that of a patient, aged seventy-eight years, with putrid bronchitis. A 
dulness at the left posterior base was punctured for the detection of 
fluid. Cough and bloody expectoration immediately ensued and death 
followed in a few minutes from asphyxia due to plugging of the bronchi 
with blood from a wounded vessel. This is a danger more apt to occur 
in senile sclerosed tissues than in a healthy and elastic lung. 

The Etiology and Diagnosis of Pulmonary and Bronchial Affections. 
Bronchoscopy as an Aid to Diagnosis in Pulmonary Diseases. 
H. von Schrotter 2 was able to recognize a thickening of the bronchial 
wall, from which he secured a microscopic specimen of epithelioma. 
In another instance malignant disease had been suspected; but the nega- 
tive result of an endoscopic examination led to the diagnosis of an encysted 
empyema and to appropriate treatment. He strongly urges this method 
for the identification of pulmonary and of mediastinal affections. 

The Bronchial Tree under the X-ray. G. Eckstein 3 finds that 
the inhalation of oxygen is a satisfactory means of rendering the bronchi 
more visible. 

Displacement of the Trachea in Intrathoracic Disease. A. 
GroberV paper gives us valuable observations in this line of study, 
which has not been written up, but which has not altogether escaped 
the consideration of experienced clinicians. 

Hepatic Bronchial Fistula. Eichler 5 has added 8 cases of this 
affection to'the series previously contributed by Schlesinger. 6 

Emphysema. Is there such a thing as true pulmonary hypertrophy? 
Those interested in this much debated question will find it discussed in 
a paper by Tarantini, 7 who refers to HedslerV experimental investi- 
gations. Tarantini has also arrived at the conclusion that a genuine • 
hypertrophy of some of the pulmonary tissues, including the elastic 
fibers and the unstriped muscular fibers, together with a thickening 
of the walls of the bloodvessels and a widening of the lumen of the 

1 Berlin. Verein f. inn. Med., March 18, 1907. 

2 Wien. klin. Woch., 1906, Nr. 33. s Prag. med. Woch., 1906, Nr. 13. 
4 Munch, med. Woch., July 31, 1906. 

6 Mitt. a. d. Grenzgeb., Band xvi, Heft 4 und 5. 

6 Ibid., Band vi, Heft 2. 7 Policlinico, December, 1905. 

8 Deutsch. med. Woch., 1892, p. 267 
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alveoli, may sometimes be identified. But he is unable to vouch with 
absolute certainty for the occurrence of a numerical increase in the 
latter. 

Bronchitis. The Study of Fibrinous Bronchitis has received con- 
tributions from Predtetschewsky, 1 who reports his investigations as to 
the finer structure of Curschmann's spirals, more particularly in con- 
nection with asthma; and from R. Eiselt, 2 whose patient's expectoration 
contained casts and spirals and two sets of microorganisms, the micro- 
coccus catarrhalis and Friedlander's pneumobacillus. 

Febricula Metapneumonica is the descriptive name attached by 
F. Moutier 3 to a transient pyrexia observable in some cases during 
the first few days — up to the tenth day — af ter the crisis of acute croupous 
pneumonia. The instances which he relates lead him to regard it as 
a mere reactive event, and not by any means indicative of any com- 
plication. 

The temperature chart of my own patient's attack illustrates this 
abnormal course most clearly. A striking feature of the case was 
the extraordinary tactile sensitiveness of the chest (culminating at the 
nipples, which had always been exceedingly intolerant of any pressure) 
and the degree of nervousness and apprehension quite unusual in a man 
of his age and calling (a carpenter, aged thirty-four years). The pneu- 
monia had terminated by lysis and the extensive area of dulness and 
tubular breathing had cleared without many rales at the beginning 
of the metapneumonic pyrexia; but some rather small rales and friction 
sounds occurred toward its termination over the posterior and outer 
axillary bases, where the pain and dulness had been greatest, presumably 
owing to thick pleuritic fibrinous deposit. 

Pulmonary Edema. Concerning this we have still much to learn. 
F. J. Wethered 4 reminds us of the usual clinical features which are 
well known and of the accepted forms of treatment. In an editorial in 
the New York Medical Journal, November 10, 1906, bleeding is men- 
tioned as the surest, safest, and most prompt remedy, to be followed 
by cardiac stimulants; and reference is made to Coplin's 5 analysis of 
2034 autopsies for cases of pulmonary edema. Only 405 cases (32 uni- 
lateral, 18 right-sided, and 14 left-sided) were found. 

The Successful Treatment of Acute Suffocative Pulmonary Edema 
adopted by A. E. R. White 6 proved equally effective in the same patient's 
relapse a few months later. Strychnine, oxygen, and amyl nitrite failed; 
but the cyanosis and dyspnea improved in ten minutes with morphine 

1 Zeitsch. f . klin. Med., Band lix, p. 29. 

2 Casop. \4k. cesk., 1906, p. 1010; Zentralblatt f. inn. Med., 1907, Nr. 15. 

3 Revue d. mSdecine, 1906, p. 738. 

4 British Medical Journal, August 18, 1906. 

5 Proceedings of the Pathological Society of Philadelphia, ix, 4. 

6 Intercolonial Medical Journal, Melbourne, January 20, 1907. 
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gr.g and atropine gr. y^uS an d venesection (15 oz.) promptly restored 
consciousness. Iodide of potassium (20 grains to 30 grains three times 
daily) constituted the after-treatment. 

RiesmanV paper is also devoted to the fulminant form, which is one 
of the chief dangers in chronic vascular, cardiac, and renal disease, 
and which calls for immediate relief by bleeding, dry cupping, and 
cardiac stimulation. 

Physical Signs and Methods. The Mechanism of the Vesicular 
Murmur is not laryngeal. This is proved by M. G. PollacciV obser- 
vations in a case of laryngectomy. He was able to hear the vesicular 
respiration as perfectly distinct from the tracheal. 

The Etiology of Cheyni>Stokes Breathing has been studied 
by J. A. E. Eyster 3 in connection with blood pressure. In two of his 
series of 10 cases a rise in blood pressure coincided with the hyperneic 
period and a fall with the apneic interval. These were cases of " Cheyne- 
Stokes" due to increased intracranial pressure. In the remainder, which 
were cases of cardiac and vascular disease, the opposite conditions 
were observed. The artificial " Cheyne-Stokes" produced by raising 
the intracranial pressure is analogous to that observed in the first set. 
When the oscillations of blood pressure cease there is an end also to 
the abnormal respiration. Eyster considers the periodical apnea to be 
a reaction of the respiratory centre to variations in its blood supply. 

Sternomastoid Breathing; A Study of the Dying State. A 
practical paper by Robert H. Chase 4 is based upon the following obser- 
vation: "After grave symptoms have set in, and generally not very 
long before death supervenes, it will be seen that the head of the patient 
moves up and down in a rocking fashion, synchronously with the breath- 
ing; or rather it may be better described as a forcible raising of the 
head and chin, giving a fanciful beckoning motion to the head." 
Although not invariably, it is very generally, present in the gradual 
evolution of lethal changes. The longest time noted was seven hours 
and the shortest time one minute, the median duration of the symptom 
before death being twenty minutes. Chase regards it as an absolutely 
reliable sign, which is also observed in dying animals. " It is a definite 
symptom on which the physician may predicate his instructions or 
advice; it is a sign to mark the time when the family may be summoned 
to the bedside, or one which may regulate the other details of the 
death chamber." 

The Experimental Study of Percussion Sounds. We owe to 
Selling and Edelmann 6 some interesting observations and practical 

1 American Journal of the Medical Sciences, January, 1907. 

2 Bern. meU, May 1, 1907. 

3 Journal of Experimental Medicine, viii, p. 565. 

4 New York Medical Journal, August 25, 1906, p. 377. 

5 XXIII Cong. d. inn. Med., 1906; Zentralbl. f. inn. Med., Nr. 20, p. 521, 
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instrumental demonstrations of the tone value (or musical value) of 
various percussion sounds. Resonators and the stringed galvanometer 
were utilized in the study of the phenomena. The phonograph enables 
the results of an application of the resonators to the patient's chest to be 
conveyed to another room. 

The "Rubber Tube Percussion" advocated by F. M. Pottenger 1 has 
not found favor with Arnold C. Klebs 2 and others who have tried 
it. Klebs* opinion so closely coincides with my own that I may quote 
his words: "A percussion tube that emits a sound of its own seems 
'a priori' unprofitable, to say the least." 

The Paravertebral Triangle of Dulness. It is a duty to correct 
a mistaken impression, conveyed in a previous reference to this subject, 3 
that the earliest notice of this clinical sign and of its diagnostic significance 
was due to Grocco. In an elaborate paper 4 Professor Friedrich v. 
Kortoyi 5 establishes his claim to have originally published in 1897 a 
description and a diagram of a triangular dulness which he attributed 
to the protrusion of the posterior mediastinum into the sound side of 
the chest by fluid effused into the pleural sac. At the same time he 
readily acknowledges that Grocco's subsequent observations and those 
of his folbwers were made quite independently, and must have been in 
that sense entirely original. 

On the other hand, we read that C. Rauchfuss, 6 of St. Petersburg, 
had been collecting for years cases of children yielding this sign. He does 
not seem to have published the fact until the April meeting of the 
St. Petersburg Society of Physicians for Children, in 1903, and in 1904 
until the Breslau Congress of "Naturforscher." 

In view of these conflicting claims it is fair and practical to speak of 
the "dorsal triangle sign" rather than to attach any personal name to it. 
Rauchfuss appears to favor the view that a shifting of the mediastinum 
is the cause of the dulness. 

Percussion of the Spine, v. Kor&nyi's present paper is mainly 
devoted to a study of the " Percussion Sounds of the Spinal Column and 
of their Use in Diagnosis," a subject of considerable clinical importance 
which has hitherto failed to obtain its due recognition. Here again 
originality of work was absolutely independent of priority. 

v. Kor&nyi states that the paper which I had published in 1899 on 
"The Practical Aspects of Dorsal Percussion" 7 had not become known 
to him until some months after his own first contribution to the question. 

1 Journal of the American Medical Association, March 23, 1907. 

2 Ibid., April 6, 1907. 

3 Progressive Medicine, September, 1905, p. 45; and September, 1906, p. 37. 

4 Zeitschrift f . klinische Medizin, 1906, Band lx, Heft 3 und 4, p. 295 et seq. 

6 Belgogyaszat Kezikonyze, vol. iv, p. 717. 

8 Deutsch. Archiv f . klin. Med., Band lxxxix, 1 und 4, p. 186, 

7 Lancet, July, 1899. 
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This fact is indeed obvious, for the lines of inquiry which we have in 
common are manifestly divergent in the resulting conclusions. 

It is clear that, as each spinous process percussed is a pleximeter 
conducting the vibrations elicited in the organs which surround it, 
certain more or less definite peculiarities of percussion sound will belong 
to each of them. These normal standards have to be mastered before 
their modifications in disease can be turned to account for the purpose 
of diagnosis. Dorsal percussion needs a good deal of technical practice; 
but, once acquired, its uses are manifold and important. 

Parasternal Dulness and Resonance in Pleural Effusions. Ham- 
burger's 1 observations are based upon the well-known results of a 
moderately strong percussion of the right and of the left paravertebral 
regions in pleural effusion. On the sound side paravertebral percussion 
yields an area of "partial dulness;" but on the side of the effusion the 
note struck in the immediate vicinity of the spine is more resonant than 
that obtained in the scapular line, presumably by spinal transmission 
from the other side of the chest. On percussing the two parasternal 
regions he finds precisely similar conditions, and that in considerable 
effusions strong percussion will identify an element of dulness on the 
sound side, and some modified resonance in contact with the sternum 
on the side of the effusion. He suggests the same explanation as in the 
back. 

In pneumonia Pollak 2 professes in a later communication to have 
traced in some cases the "parasternal dulness and the parasternal resonance 
attributed by Hamburger to pleural effusion. He therefore refuses to 
ascribe to the paravertebral or to the parasternal percussion phenomena 
the diagnostic value with which they have been credited. 

The "Epigastric Spot" in Emphysema and in Cardiopathies 
is an old classical symptom to which de Brun 3 invites renewed attention. 
It is somewhat variable as regards intensity and may therefore be said 
to present three types : " mild," " moderate," and " severe." Its situation 
is either at the xiphoid or a little below and to the left of it, with varying 
extension, though typically circumscribed to a small surface. It is 
continuous; its exacerbations are chiefly nocturnal, or set up by exertion 
or excitement; and it is always accompanied with tenderness. Its site 
suggests the possibility of gastric ulcer, gastralgia, biliary colic, colica 
pictonum, and colica arteriosclerotica. Firm pressure at the epigastrium 
aggravates the pain, whereas in the latter it does not. The ingestion 
of food does not cause additional pain. Iodine internally may act as 
a charm. The causation is supposed to be an excessive pressure in the 
right ventricle. 

A Novel Diaphragmatic Reflex was described at the Munich 
Congress by Otto Hess. 4 It consists in a rapid retraction of the xiphoid 

1 Wien. klin. Woch., 1906, Nr. 27. 2 Ibid., 1906, Nr. 40. 

3 Revue de meU, 1905, p. 981. 4 Zentralblatt f. inn. Med., Nr. 20, p. 514. 
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and of the xiphoid fossa by the fibers of the portio stemalis when the 
nipple is percussed or even touched, in youthful subjects with elastic 
chests. 

The Treatment of Pulmonary and Bronchial Affections. Tracheotomy, 
according to A. O. Bisson, 1 is a life-saving remedy which has hitherto 
been too much regarded as the last resource in impending asphyxia. 
There is much to say for an earlier operation whenever, in diphtheria or 
severe laryngitis, an exhausting respiratory struggle is going on wasting 
every second the vital reserve of heart and nervous system. Bisson, 
however, goes beyond that, and sees in the operation a warrantable 
means of attempting to save life whenever a possibility exists that some 
slight obstruction to respiration may be present. The few instances of 
rescue from imminent death, and the invariable improvement witnessed 
in other cases at the Plaistow Fever Hospital, even when eventually 
fatal from asthenia or complications, have led him to lay down as a 
principle that no patient with slight respiratory obstruction should be 
allowed to die without tracheotomy having been resorted to. The indi- 
cations are given by the difficult breathing, the restlessness, the recession, 
the state of heart and pulse, the color of the face, and the presence of 
septic laryngitis. This advocacy founded on the experience of a series 
of cases is worthy of serious consideration. 

Tracheotomy in Whooping-cough. Korner 2 suggests that tracheotomy 
may prove of considerable value in the treatment of severe whooping- 
cough. The child whose case he reports had to be tracheotomized for 
laryngeal diphtheria; the immediate result was a complete cessation of 
the whooping from which the patient had been suffering, and a rapid 
cure of the complicating bronchitis under the influence of simple steam 
inhalations. 

Hot-air Treatment in Emphysema, Chronic Bronchitis, and 
Asthma. This is a modification proposed by E. Cohn-Kindborg 3 
of the treatment by warm local applications or douches to the chest. 
His method consists in enveloping the thorax for sittings of one hour in 
an atmosphere of hot air, by means of a thoracic hot-air chamber sur- 
rounding the chest. His experiments on animals were not conclusive. 
But 11 cases of emphysema and bronchitis were benefited, and likewise 
some cases of bronchial asthma. Tuberculosis is not suitable for this 
treatment. 

In Bronchial Catarrh, Decoction of Quillaid Bark is recommended 
by Zickgraf 4 as an excellent aid to expectoration in the trying viscidity 
of sputum, and quasi xerosis, of some of the sufferers from bronchitis 
and emphysema. It is to be used freely as a gargle; and as a spray or 

1 British Medical Journal, January 28, 1907. 

2 Therap. Monats., September, 1906. 

3 Berlin, klin. Woch., 1906, Nr. 41. 4 Ther. der Gegenwart, 1906, Nr. 4. 



THE THORAX AND THE DIAPHRAGM 49 

inhalation it is also of the greatest use in ozena, nasopharyngitis, and 
other affections of the upper respiratory tract. A hundred grams of 
crushed rind are put into one liter of boiling water, and the vessel kept 
over a spirit flame or in a water-bath untill the fluid turns to a light-brown 
color, when it is to be filtered. This is then diluted with four parts of 
warm water for local tlse. 

In Chronic Bronchitis, Treatment by X-rays is reported by Schilling 1 
to have been of distinct benefit as regards relief of excessive expectoration 
and of the asthmatic tendency of chronic bronchitic subjects. 

Asthma and Hay Fever. Asthma or Cardiosclerosis? A correct 
answer to this question is vital to many patients. Their danger arises 
from the confusion, under the generic term "asthma," of true asthma, 
emphysema, uremic dyspnea, cardiac dyspnea, and the dyspnea of 
anemia; and from the misuse of drugs and of diet which may be deadly 
to heart or kidney. Huchard 3 points out that asthma is hardly ever 
a malady of advanced age, or apt to arise for the first time after forty 
or fifty. It is distinctly hereditary. Yet in adolescents or even in young 
children it is frequently overlooked. Thus attacks of dyspnea originating 
after fifty in one not previously asthmatic must have some other cause; 
and most probably the lung is not at fault, but the kidney (arterial 
tension, bruit de galop, albuminuria, retention of chlorides). 

The treatment is simple: "Diminish the intoxication by diuretics 
(theobromine), drastic purgatives (tincture of jalap), bloodletting, or 
wet cupping. Prevent its return as much as possible by a strict lacto- 
vegetarian diet, meat being absolutely prohibited. The condition of 
the patient will improve very rapidly and perhaps for many months." 

The Blood in Asthma. Saleckei 3 has examined the blood in 14 
cases. During the intervals there exists a distinct eosinophilia and the 
percentage of neutrophile cells is lessened, and that of the mononuclear 
increased. Shortly after an attack the total number of leukocytes is 
increased and the neutrophiles preponderate, while the eosinophils 
are decreased possibly by escape in the sputum. The mononuclear 
lymphocytes and hyaline cells do not vary. 

The Mechanism of Asthma. The attack is, according to M. R. 
Moncorg^, 4 chiefly initiated during sleep, owing to the conjunction of 
the normal depression of respiratory activity and of the normal increase 
in the motor excitability of the spinal cord. The starting point of the 
reflex spasm is a slight relative oxygen defect. The practical indications 
are the avoidance of a late meal, an abundant supply of pure air, and 
the efficient treatment of any nasopharyngeal obstructions. 

The Treatment of Asthma has not received any important additions. 
Dyspnon, recommended by J. Hirsch Kron, 5 is stated to consist of diuretin 

1 XXIII Congress d. inn. Med., 1906. 

2 Medical Press and Circular, 1907, p. 343. 3 Munch, med. Woch., 1907, Nr. 8. 
4 Lyon, m&licale, 1906, No. 24. 5 Prager med. Woch., 1906, Nr. 26. 

4 
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gr. 4, agurin gr. l£, and ext. quebracho gr. l£. E. Tausk 1 stands by the 
old-fashioned remedy, iodine. Of the iodides, sajodin is found especially 
valuable and much less prone to cause iodism. G. Zuelzer 2 praises 
atropine; and Siegel 8 reminds us that respiratory gymnastics are capable 
of rendering a good deal of medication superfluous. 

The Atropine Treatment is based by G. Zuelzer 4 upon experimental 
data, namely, upon the fact that an expansion of the lung can be produced 
by irritating the vagus, and that this induced distention can be at once 
controlled by atropine. Clinically he finds that 1 mg. (gr. -g^) injected 
under the skin will appreciably reduce the size of the lung within fifteen 
minutes and give relief. Vagus irritation is for him ^he main cause, 
and the bronchial swelling and pejitfiiisJ&espasm accessories only. 

A Diphtheria Antitoxin Inrfttxp&it 4St^^^^J6ilowed in five days 
by pyrexia, urticaria, and idjfim jo in fr yrin s, puPjak end to F. E. Kitz- 
miller's 5 life-long symptoms/which a£ a ph^sicia^le had ineffectually 
combated with every laioTO^mecfy.' ' ms iraormanl was another asth- 
matic physician who had l^en cured-by*2090 uni#injected as a prophy- 
lactic against diphtheria. HS4^^1j»^JpfSbp«fihis remedy of use in 
two patients, but cannct explain meHluUB olfaction. 

The Respiratory Treatment of Asthma advocated by Strubing 6 consists 
essentially in the cultivation of deep expiration, also recommended by 
Saenger. Atropine and tonic hygiene of the mucosa are important 
adjuncts. 

Irrigation of the Antrum with warm boracic solution and insufflation 
of thymol iodide into the sinuses are most successful according to J. E. 
Schadle 7 both in hay fever and in inveterate bronchial asthma. 

Potassium Chlorate in a 3 per cent, solution for local application and 
gargling and in a 5 per cent, spray has been found completely success- 
ful in his own case and in other patients by Professor Koster, 8 of 
Leyden, after failure of other remedies, including the antipollen sera. 
This has led to his discovery of the value of the 3 per cent, solution in 
various forms of conjunctivitis. 

The Climatic Treatment of Hay Fever is discussed at some length 
by Guy Hinsdale 9 in connection with the lake and mountain resorts of 
the United States and Canada, which afford a welcome alternative to 
the proverbial sea voyage. 

1 Wiener med. Presse, 1907, Nr. 6. 

2 Therap. d. Gegenwart, 1906, Band ix. 
s Wien. klin. Woch., 1907, Nr. 4. 

4 Therap. Gegenwart, xlvii, Nr. 9. 

5 Journal of the American Medical Association, March 23, 1907. 

• Deutsch. med. Woch., xxxii, Nr. 34. 

7 Medical Record, September 8, 1906. 

8 Wien. klin. Rundschau, January 27; Journal of the American Medical Asso- 
ciation, March 2, 1907. 

• Journal of American Medical Association, August 11, 1906. 
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« 
Bier's Passive Congestion in the Treatment of Hay Fever. A case 

is reported by F. Miiller 1 in which remarkable results were obtained by 

this method after the failure of other remedies. The patient experienced 

marked relief half an hour after the beginning of the first sitting, and 

was able to breathe through the nose; and at the end of an hour the 

respiration had become perfectly free. Three slighter attacks recurred 

at intervals of a few days, and yielded rapidly to the same procedure. 

Filtration of the Air is the principle upon which A. C. Heath 2 has 
based his successful treatment of hay fever. It is carried out by the 
insertion into the nostrils of two miniature sieves connected with a bridge 
to fit closely under the septum. These consist of a fine-meshed material 
(at least 100 spaces to the inch), such as "grass linen" or silk chiffon, 
stretched over two metal, hard-rubber, or cork rings. Rapid and 
great relief is reported in all the cases tried. Even when at first impos- 
sible, nasal breathing was -quickly reestablished. 

Intratracheal Injections and Colin Campbell's Revolving Chair for 
Bronchiectasis. Colin Campbell writes to me as follows: "When I 
first described my revolving chair 3 you expressed the opinion that it 
had solved a problem. As a matter of fact it has worked well. Twelve 
months since I showed a case at the Liverpool Medical Institute of a 
young man condemned to an open-air 'cure* (?), from whose lungs 
tuberculosis had been completely eliminated by my system in twelve 
weeks. 

"I am now writing to call your attention to a case of bronchiectasis 
reported in the Lancet, May 18, 1907, p. 1363, which Sir J. Barr pro- 
nounces 'cured.' Dr. Dreschfeldh as since seen the case and agrees 
in this opinion. As far as my knowledge or experience goes the case is 
unique. Grainger Stewart's two cases, treated by oil injections, were 
only reported as remedial, and my experience with oil (before I used 
glycerin as a vehicle) was very unfortunate. My chair is almost in 
perpetual motion; the cases I mention are merely typical." 



THE PERICARDIUM. 

The Physical Signs of Pericardial Effusion are notoriously often mis- 
leading. In one of J. ThomayerV two cases there was no apparent 
enlargement, nay, an apparent reduction in the cardiac dulness. His 
explanation is that in the oblique or sitting posture the weight of the 
effusion may drag the pericardial sac downward and backward, if its 
sternal attachments and ligaments should be relaxed. Another and 

1 Therap. Monats., September, 1906. 

' Journal of the American Medical Association, October 20, 1906. 

3 Progressive Medicine, September, 1905. 

4 Sbornik Klin., Band vii, p. 108; Zentralblatt f. inn. Med., 1906, Nr. 34. 
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perhaps more active reason might be mentioned. Owing to the cardiac 
dyspnea and also to the limitation of pulmonary mobility by the presence 
of the pericardial accumulation between the two lungs, the anterior 
costal breathing is the only available type of respiration, and the sternal 
borders of both lungs become considerably aerated and enlarged, over- 
lapping the pericardium and encroaching with a resonant note upon its 
dulness. 

Another source of error is the posterior dulness resembling that of a 
pleurisy which Thomayer ascribes to the sinking back of the loaded 
pericardium. Doubtless this is a contributory cause of dulness; but 
there is and can be no immediate contact between the latter and the dorsal 
parietes. Moreover, as I pointed out in describing the "lower dorsal 
dull patch," which is characteristic of pericardial effusion, the lowest 
dorsal level of a pericardial effusion is higher than that of this dulness 
(as well as of a pleuritic dulness). The dulness which he describes at 
the angle of the left scapula in his second case was probably, as he 
himself observes, partly that of compressed lung. But I cannot agree 
with his main conclusion that a diminution of the precordial area of 
dulness can ever result from a general pericardial effusion. 

Pericarditis in its Clinical Aspects as treated by F: Erben 1 is much too 
large a subject for this report. In connection with skiascopy he refers 
to the undulatory character imparted to the heart's pulsation by the 
effusion, particularly at the beginning of its reabsorption. And as 
regards the origin of the retractile systolic impulse of adherent pericardium 
he dwells upon the influence of the dilated state of the heart at the date 
of its agglutination. The same mechanism would explain the subse- 
quent disappearance of the retractile character, if, as in a case he mentions, 
the heart should again dilate into closer contact with the chest wall. 

The same subject is also handled by W. S. Davis 2 and by M. H. 
Sicard. 3 

Are Pericardial Adhesions of Great Importance? Differing 
from Wenckebach's estimate of a "purely mechanical" disturbance of 
the circulation, T. Fisher 4 regards the cardiac enlargement as a mainly 
rheumatic complication in children, rarely occurring in the adult. 
Tubercle pneumonia and some other infective diseases do not cause the 
adherent heart to enlarge. The assumed specific action of the rheumatic 
toxin may "in rare instances produce an hypertrophy and dilatation 
found postmortem to be unaccompanied by any adhesions or valvular 
lesions." This toxic interference with the metabolism of the heart 
wall tells most upon the puerile heart, because of its active growth and 
greater susceptibility. 

1 Zeitschrift f . Heilk., Band xxvii, pp. 33-SO and 97-150. 

2 Journal of the American Medical Association, November, 1906. 
1 New York Medical Journal, March 16, 1907. 

4 British Medical Journal, April 6, 1907. 
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I cannot quite agree as to this alleged limitation. Tubercle in par- 
ticular, and specially that of the caseo-fibrous type, is apt to produce 
extraordinary thickening of the adherent layers in children and youths. 
The importance of adhesions varies, as it does in the case of the lung, 
according to their closeness and firmness. The least degree of inter- 
ference is given by (1) the loose band of adhesion which may be attached 
to the apex region; it allows plenty of rope. (2) The simple fusion of 
the pericardial with the epicardial layer without any thickening is not 
in itself a serious impediment; but (3) the additional occurrence of ex- 
ternal or pleurothoracic adhesions does render it serious, although they 
themselves, when occurring alone, are not a major complication. There- 
fore the most important condition to study is that (4) of total pericardial 
adhesion inside and outside; and if for clearness' sake we speak of the 
separate varieties as exopericardial and endopericardial their com- 
bination might be identified as " exo-endopericardial" or as "pan- 
pericardial" All depends upon the thickness, closeness, and firmness of 
the adhesions and of the membranes. Broadly there may be three 
conditions: (a) There is no thickening, and the exopericardial adhe- 
sions alone are close and firm; whilst the internal adhesions are loose and 
allow some play. This is the least damaging combination. (6) There 
is no thickening, but the endopericardial adhesions are also close and 
firm. The mechanical difficulty is serious, and the peristalsis of the 
heart is mainly dependent upon the degree of mobility of its visceral 
surroundings, namely, of the diaphragm and of the internal pulmonary 
surface, and of the costal cartilages and interspaces. It is excep- 
tional, however, for the heart to undergo the great hypertrophy which 
belongs to the following condition: (c) There is much progressive 
thickening of the exo-endopericardial adhesions. (5) Apart from any 
primary or toxic tissue damage and interstitial growth traceable to 
the original infection, upon which Fisher 1 lays stress, the mechanical 
labor of peristalsis increases with the shrinking of soft fibrin into tough 
fiber and gives rise to progressive hypertrophy, and the dilatation must 
keep pace with it, a larger heart needing greater parietal excursions to 
empty itself. The result is that more and more space is claimed by the 
growing volume of intracardial blood, of cardiac wall, and of pericardial 
tissue; and as (particularly in the small chest of children) the left lung 
is considerably compressed and the diaphragm depressed, the space has 
to be found by curvature of the spine and bulging (i. e., raising) of the 
"cardial ribs." It is peculiar to this form of hypertrophy that the labor 
which brings it about is entirely expended upon the rhythmic function 
of the heart and not upon any distant resistance, as in the case of the 
hypertrophy of Bright's disease. The heart is somewhat more than 
"crippled/' it is smothered and paralyzed. (6) The crippled heart, 

1 Loc. cit. 
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namely, the heart that can live but cannot do any other work, is to be 
found in the worst cases belonging to the previous group. In the extra- 
ordinary condition of Zuckerguss, or sugar-frosted heart, the exo-endo- 
pericardial adhesions are not originally either so close or so thick as to 
seriously confine the cardiac movements. But subsequently, whilst the 
exo-pericardial fibrous connections usually retain some mobility, the 
endopericardial fibrosis becomes incrusted with lime salts; and this in 
rare cases may be complicated with some intramural true bone forma- 
tion. There results a formation of armor plates, of a complete ring, or 
even of a thick, calcareous deposit within which it seems impossible for 
the heart to obtain any play. Yet these crippled hearts continue to beat 
and to keep up the circulation; and the strangest feature of all is that 
they commonly do not display any evidence either of antecedent hyper- 
trophy or dilatation; and that there are no distinctive symptoms. 

No operative measure is possible for the relief of the calcified adhe- 
sions. On the other hand, the condition described under (5) as the 
smothered heart calls for surgical relief by cardiolysis, which offers the 
only chance of preservation of life. 

F. Erben, 1 in dealing with the subject of adherent pericardium, does not 
depart from the accustomed and approved lines. He believes that the 
stress of increased systolic labor falls more especially upon the right 
side. The resulting dropsy is usually peritoneal rather than of the nature 
of general peripheral edema. 

Adherent Pericardium and the Liver. . Apropos of the symptoms 
of pericardial adhesion most common in children, Flesch and Schloss- 
berger 2 dwell upon the prominence of portal congestion, and wonder 
why this should be an almost isolated consequence. They have succeeded 
in experimentally obliterating the pericardial cavity and inducing a 
"stauung" limited to the portal circulation. Possibly the explanation 
might be some stricture or deformation of the inferior vena cava by the 
adhesions. The mystery has yet to be solved. 

A Lipoma of the Pericardium was found by Mackechnie 3 at the base of 
the heart, immediately below the left branch of the pulmonary artery, 
at the autopsy of a man, aged fifty-six years, who had been under treat- 
ment for anemia and dyspnea. The tumor measured three inches by 
one and one-half. In my last report 4 there is a reference to a similar 
growth occurring in the pleura. 

1 Prag. med. Woch., 1906, Nrs. 46 und 47. 
* Zeitschrift f. klin. Med., 1906, Band lix. 
8 British Medical Journal, July 14, 1906. 
4 September, 1906. 
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THE HEART. 

Physical Signs and Methods. W. Guttmann 1 insists that an absolutely 
true determination of the size of the heart is still a desideratum. Neither 
Moritz's orthodiagraphy nor Immelmann's orthophotography are per- 
fectly free from defects. An important source of error among others are 
the variations in the relation of the axis of maximum thickness of the 
heart to the sagittal axis. 

The "Orthopercussion" or "Schwellenwert Perkussion" of 
Goldscheider was noticed in my last September's Report, p. 61. Mean- 
while a good deal of scrupulous analysis has been devoted to testing 
the reliability of this method for ascertaining the boundaries of the 
heart. A. Simons 2 has studied the question on the old plan of post- 
mortem percussion and verification, and he is convinced of the efficacy 
of the procedure. 

H. Dietlen 3 uses as his test the orthodiagraph^ image and his report 
is also favorable. But he has also undertaken a minute examination 
of the capabilities of Moritz's percussion method. Indeed, it is upon the 
latter that his attention is mainly bestowed. In a comparative series 
of 50 cases it appeared to yield results slightly more precise than those 
yielded by Goldscheider's technique. The verification by orthodiag- 
raphy was carried out in 270 cases, and the correctness of the findings 
by the method of Moritz was established in most instances. The per- 
centages of absolute accuracy attained in connection with the several 
heart borders were as follows: For the right border 86 per cent, of the 
percussions were accurate; left, 70; lower, 69; upper, 65; apex, 62. 

In children the results all round were decidedly more accurate (accu- 
racy equals 90 per cent.) than in adults. These laborious figures must 
probably be taken as really expressing above all the aptitude and the 
skill of the percussor, if the writer is correct in his opinion that any 
method so eminently suitable as those of Goldscheider and of Moritz 
can be made, with adequate delicacy of touch and hearing and adequate 
practice, to yield results uniformly correct and reliable. 

The Percussion of the Entire Front of the Heart can be 
accomplished with considerable accuracy, according to F. Moritz, 4 
as tested by orthodiagraphy. The special points in his own method of 
finger percussion are: for the right border, strong and long strokes; 
for the left border, medium strength of strokes; for the apex, light 
strokes. Quiet breathing is required for the determination of the apex, 
as expiration tends to shift it outward; but for that of the right border 
the deepest expiration is a help. 

1 Zeitschrift f. klin. Med., Band lviii, p. 353. 

2 Deutsch Arch, f . klin. Med., Band lxxxviii, Heft 1-3. 8 Ibid. 
4 Ibid. 
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The Size and Situation of the Normal Heart have been studied 
by H. Dieteln, 1 in a large number of subjects with the orthodiagraph^ 
method, with results slightly at variance with received notions. 
The size of the heart appears to increase with advancing years owing 
to the more horizontal position which it assumes in consequence of the 
progressive lengthening of the great vessels, a circumstance which also 
explains the lower level of the inferior border and of the base of the 
heart. As a rule the true apex is not only lower by one-half or even 
by one interspace than the palpable apex beat, but also slightly external 
to the latter. This is doubtless due to the fact that the left cardiac border 
is not in direct contact with the chest wall. It is generally admitted 
that the mammillary line is not a reliable landmark, and Dieteln endorses 
Moritz's recommendation not to select it as a guide for measurements. 
The axis of the male heart is normally more vertical, that of the female 
heart more oblique transverse; the difference being probably connected 
with the influence of pressure at the waist upon the level of the diaphragm. 
Dieteln has drawn up tables of the normal volumes of the heart for dif- 
ferent statures, and he believes that these may be of use as clinical 
standards. 

"The Diagnosis of the Sound Heart" furnishes Goldscheider 2 
with an opportunity of dwelling upon the physical methods of examina- 
tion of the heart and the physical signs, and in particular upon the 
heart sounds and the difficult boundary line between their normal 
variations and definite abnormality. Before any conclusions can be 
drawn concerning a murmur as to its significance in the clinical outlook, 
the murmur must have been checked as to its constancy of occurrence, 
or otherwise, even during cardiac rest. As regards heart testing with 
the orthodiascope, it is surprising what severe muscular strain can be 
stood by the healthy heart without its showing any dilatation. The 
subject of heart fatigue and its consequences needs further elucidation; 
we do not know, for instance, whether the pulse acceleration from 
exertion is a muscular or a nervous reaction; whether it is induced by 
fatigue toxins or by alterations in the circulation and nutrition within 
the myocardium — by exhaustion of the cardiac nervous mechanisms 
or by some reflex check placed upon them by the exhausted condition 
of the peripheral nerves. 

Goldscheider's 3 review of the factors of abnormal leftward mobility 
of the apex does not insist upon two of its chief factors: (1) the thoracic 
factor of width often combined with great pliability of the lower ribs an 
cartilages, and (2) the gastric factor, that of considerable variations in 
the thoracic space claimed by actively alternating gastric distentions 
and collapse. 

1 Deutsch. Arch, f . klin. Med., Band lxxxviii, Heft 1-3. 

2 Gedenkschrift f. von Leuthold, 1906, Band i. 

3 Deutsch. med. Woch. 1906, Nr. 41 ; Centralbl. f. med. Wise,, 1907, Nr. 2. 



THE HEART 57 

The Heart in Left Lateral Decubitus has been studied, both 
clinically and anatomically, by various observers, including Ludwig 
Braun, 1 whose recent communication! is a reasoned reassertion of the 
claims of the pericardium as sharing together, with the root of the aorta, 
the responsibility for the normal fixation of the heart, which Gold- 
scheide's 2 paper does not fully a<dmit. Braun considers that the 
pericardium and its upper ligament are largely concerned in anchoring 
the first part of the arch of the aorta. The lateral movements of the 
heart are merely pendulum movements measurable by the varying 
distance from the point of aortic attachment. The "back-rest" for the 
heart is not by any means the lungs, but the firm and taut posterior surface 
of the pericardium and its continuation is the inclined plane of the 
diaphragm. 

The Determination of the Normal Boundaries of the Heart. 
L. Kurt's 3 method is based upon the combined use of auscultation and 
palpation. Bianchi's phonendoscope which he employs is too well 
known to need any description; he relies upon the change in the intensity 
of the first sound as a guide to the delimitation by auscultation. Pal- 
pation furnishes him with an estimate of the "tactile vibration equiva- 
lent" of the heart sounds. It is practised by the mediate or instrumental 
method with the help of the " ictometer." This is a vulcanite rod 20 cm. 
in length, the lower end of which, a few millimeters in diameter, rests 
upon the surface of the chest. The upper end is provided with a disk 
6 cm. in diameter, which transmits the vibrations to the hand. The 
ictometer is to be applied first to the region of apex beat, and when the 
latter has been defined it is moved along the lower boundary line and 
then in succession along the right, and finally along the left border of 
the heart. With this procedure Kurt professes to be able in some 
instances to determine with accuracy the individual boundaries of the 
auricles and of the ventricles. 

Cardiac Dulness in Health and in Mediastinal Lipomatosis. 
It is contended by P. Hampeln 4 that moderate enlargement of the right 
ventricle is more likely to be evidenced by extension of dulness to the 
left or upward than to the right, and that there is little to be learned from 
a study of the right border of the dulness. He also refers to Oestreichs 
and Kronig's 5 step-ladder (Treppenform) dulness as unreliable. His 
own tracings of the normal absolute dulness do not agree with the 
present writer's postmortem-tested clinical tracings, except as regards 
the "horizontal hepatic line," which is correctly traced through the 
infrasternal notch. 

1 Zentralblatt f. inn. Med., 1907, Nr. 1 : also Ueber Herzewegung und Herzstoss, 
Wiener med. Presse, 1901. 

2 Deutsch. med. Woch., 1906, Nr. 41. 8 Wien. klin. Woch., 1906, Nr. 36. 
4 St. Petersburg med. Woch., October 7, 1906; Med. Revue, February 2, 1907. 

6 Medical Review, 1900, p. 678. 



58 DISEASES OF THE THORAX AND ITS VISCERA 

The same level, however, is shown in his series of tracings of lipo- 
matosis. My own percussion studies of this subject for many years 
have taught me that the level is not then the normal level, but usually 
higher. Tracings which I have made bear out in the most extreme cases 
the important diagnostic feature mentioned by Hampeln that the dulness 
from fat may be traced upward as far as the episternal notch. The con- 
cavity of the sloping lateral borders is also a true and to a certain extent 
a diagnostic feature. I cannot agree with his statement that a diagnosis 
between this condition and that of cardiac dilatation is impossible by 
percussion; although it is true when the two conditions coincide* their 
relative extent may be difficult to apportion. 

Dorsal Auscultation of the Heart. M. G. CiconnardiY mono- 
graph is welcomed as filling a gap in cardiology, in connection with 
the physical signs and diagnosis of valvular and other affections of the 
heart. 

A Reversible Chest Piece for the auscultation of small as well as large 
surfaces has been devised by David Ross. 2 It has the additional advan- 
tage of being readily taken to pieces for disinfection. 

Telecardiography. Electrocardiograms had previously been intro- 
duced to us by W. Einthoven as the greatest achievement of his 
remarkably sensitive "stringed galvanometer." But its clinical use was 
almost out of the question owing to its bulk and delicacy, until it happily 
occurred to Einthoven that, with the help of a telephone attached to the 
apparatus, a telecardiogram was a possibility needing only sufficiently 
fine engineering. He is now able to report 8 upon one hundred electro- 
cardiograms taken at distances of about \\ kilometers, but he 
hopes to succeed with greater ranges (20 to 30 kilometers). Among 
the advantages already derived from this method may be mentioned 
demonstration of marked constancy in the oscillations of potential, 
special to each variety of pathological affection; the increased ease and 
accuracy with which the apex pulsation and the venous pulse can be 
registered, and the demonstration that the extrasystole, though it may not 
be accompanied with a radial pulse, is in every essential point equivalent 
to an ordinary systole. Various other problems are also to have the 
benefit of renewed study with an improved technique. 

The Varying Loudness of the First Sound is adopted by L. Kust 4 
as a guide to the localization of the apex of the left ventricle as well 
as to the boundary between the right auricle and the right ventricle. 
His method combines indirect palpation with auscultation. 

Cardiac Triphony. This name given by N. Ortner 6 to a charac- 
teristic group of three sounds often heard over the aorta or innominate 

1 Naples, 1906; Sem. meU, May 8, 1907, p. 223. 

2 Lancet, May 11, 1907. s Arch, internat. de physiol, iv, ii, p. 132. 

4 Wien. klin. Woch., 1906, Nr. 40. 

5 XXXIII Congress d. inn. Med., Munchen, 1906; Zentralbl. f. inn. Med., Nr. 20. 
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and at the origin of the carotid. Two of these, a loud and a weak one, 
are the split cardiac first sound. The third, which is the loudest, is the 
cardiac second sound. With the help of a suitable sphygmograph he has 
been able to show that the second or weak systolic sound corresponds to 
the elevation in the sphygmogram formerly termed "elastic elevation/' 
but now known as the "reflected wave elevation." This is apt to be 
either catacrotic, or, as he has found it to be more commonly the case in 
pulse tracings of the great vessels, anacrotic. 

Spasmodic Mitral Narrowing in States of Anxiety. J. Lupine's 1 
latest clinical creation is based upon three cases occurring in aged and 
alcoholic women, free from the usual signs of arteriosclerosis. The 
symptoms observable during periods of melancholic depression were, 
in addition to increased frequency and pressure of pulse, with slight 
arhythmia and a "bruit de nonne," a soft but easily felt thrill over the 
entire cardiac dulness (which was not enlarged), and a diastolic 
rumble with presystolic crescendo, and at times with reduplication of 
the second sound. The pulse was strong. The liver in two of the 
patients was enlarged, and diminished in the third. In all three there 
was increase of the muscular tone. This led Lupine to assume that the 
stenosis was functional and the result of papillary spasm or perhaps 
of spasm of the muscular ring. Whether there was any dilatation of 
the ventricle remains a question. Under heart treatment the symptoms 
disappeared and the melancholia likewise. One of them, however, 
had two relapses of her depression, and, with it, of the physical signs. 

Heart Testing. The Functional Capacity of the Heart. " Heart 
testing" is indeed growing into a special chapter in cardiology. A 
review of its chief features such as that supplied by George W. Norris 2 
will be welcomed by specialists. His own observations convince him 
that in the group of organic cardiovascular disease the average blood 
pressure, particularly the systolic pressure, is considerably higher than 
in the functional group, and "that in many cases in which the myocar- 
dium was manifestly diseased the blood pressure was practically normal." 

Heart Testing for Functional Capacity. Graupner's 8 method 
is based upon the determination of the reactions of pulse, blood pressure, 
and size of heart to the performance of measured work. He has recently 
given attention to a determination of the blood-pressure values; and 
particularly of the maximum limit of work, which can be reached in 
the individual without ceasing to be followed by the normal rise in 
pressure. Further details of his method are furnished by his joint 
paper (Graupner and Siegel 4 ) dealing with the results obtained with 
the help of his own ergometer and that of Zuntz, and of Riva-Rocci's 

1 Province me*d., xx, No. 2. 

2 International Clinics, 1907, vol. i. 

3 Deutsch. med. Woch., 1906, Nr. 26. 

4 Zeitsch. f. exp. Path. u. Ther., Band iii; Zentralbl. f. inn. Med., 1906, Nr. 34. 
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instrument. He reminds us that the blood-pressure observations are 
to be made not during but after work, as its variations may be delayed 
in abnormal states for so long as half a minute's interval after the cessa- 
tion of work. In the perfectly healthy slight exertion makes no difference 
to the pressure; more of it raises the latter at first, with a more or less 
rapid return to a normal level; and still heavier work at first lowers the 
pressure prior to its rise and subsequent subsidence to normal. An attempt 
is based upon these observations to estimate the respective amounts of 
the peripheral resistance and of the myocardial strength, for it is found 
that in the last experiment slowness in the rise to the normal and absence 
of any rise above the normal are indications of a relatively deficient 
myocardial strength. When it comes to dyspnea, the vasomotor centre 
being stimulated by C0 2 in excess, the pressure rises during the per- 
formance of work and falls suddenly with its cessation. The other 
department of cardiac labor is the resistance of the bloodvessels, and these 
alone would receive the benefit from any balnear or gymnastic treat- 
ment. 

The Heart's Reaction to Pressure Applied on Painful Spots 
may be utilized as shown by Rumpf * as a means of testing the genuine- 
ness of alleged local injury or of pathological lesions. Thus he cites 
a "railway case" in which, as pressure on the most tender spot on the 
right side set up the pulse rate from 88 to 144, the severe right lumbar 
and pelvic pain complained of could be safely ascribed not to any neurosis 
but to the trauma. 

A Series of Estimations of the Heart's Fitness and Strength in Normal 
and in Various Pathological Conditions have been made by F. Levy. 2 
The idea underlying Katzenstein's method, which he adopted in his 
determinations, is to imitate artificially the intravascular resistance 
which in kidney disease leads to cardiac overwork and hypertrophy; 
in other words, to introduce into the circulation a given obstacle and 
to note the behavior of the heart. The artificial obstacle took the shape 
of a sudden and simultaneous compression of both femoral arteries 
high up by the middle finger; and the result in the normal subject was 
after a few minutes a rise of blood pressure from 5 to 15 mm. of mercury, 
and after releasing the arteries a gradual return to the normal pressure. 
But there was no increase in the pulse rate, rather a slight diminution. 
In its detail the method consists (1) in a careful and repeated preliminary 
s determination, by means of Gartner's tonometer, of the blood pressure 
(the subject being at rest in the supine posture), and of an equally 
careful determination, of the pulse frequency, and (2) in the application 
of pressure to the femorals followed by renewed observations on pulse 
and pressure. Levy's investigation showed a striking difference in 
these reactions. Cardiac inadequacy was betrayed by a complete 

1 Munch, med. Wochenschrift, 1907, pp. 153-200. 

2 Zeitschr. f . klin. Med., Band lx, p. 74, Heft 1 und 2. 
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reversal of the normal reactions in patients suffering from severe wasting 
diseases, or from infections or cardiac intoxications. In some of them 
subsequent determinations at intervals gave evidence of some degree of 
cardiac recovery, in others of deterioration. An opposite conclusion 
was derived in cases of well-restored compensation, as well as in various 
functional cardiopathies the true character of which was made manifest 
by the normal reactions recorded. In spite of some considerable fallacies 
which he warns us against, Levy thinks well of the method and recom- 
mends it for clinical purposes of diagnosis, and for practical use in 
insurance work. 

Kolaczkowski, of Lemberg, 1 has tried Katzenstein's method in 24 
cases, and that of Max Herz 2 in 200 cases. He does not find the latter 
a sufficiently reliable guide. With the former he was able to trace the 
variations in blood pressure originally described; but the behavior of 
the pulse rate diverged somewhat from that which had been laid down; 
nevertheless he regards it as a practically valuable method. 

M. Katzenstein's 8 method has recently been described by himself 
again with special reference to the physician's practical decisions as to 
the safety of general anesthesia in given cases for operation. His own 
technique may be got first hand under this reference. 

Affections of the Heart Wall and of the Heart Valves. The Diagnosis 
and Pathology of Myocardial Affections. It seems almost 
hopeless to deal with accuracy with the quantity "myocarditis," as the 
symptoms are those of degeneration quite as much as of inflammation, 
and apt to be dependent upon changes in distant innervation (medulla, 
vagus, and sympathetic). These difficulties are brought home to us 
by Daland's valuable paper. 4 He draws attention to the fact that myo- 
carditis is more apt to damage the central than the peripheral portions 
of the heart, and above all the papillary muscles, and next to the latter 
the interventricular septum! He has also observed that sclerosis is 
most commonly found in the lower part of the ventricle, a region supplied 
from the anterior ventricular branch of the left coronary artery, which 
is particularly prone to arterial disease. 

• Myocarditis and Coronary Disease. So-called acute infective myo- 
carditis might well, according to WieseFs 6 pathological observations, 
be in reality the evolution of an infective arteritis. This he has shown 
to be singularly prone to occur quite early in the coronary system and 
to extend its attack to the smaller arteries. Sudden death occurring 
after diphtheria may be one of the results of this arterial disease. (See 
Diseases of Arteries.) 

1 Zentralblatt f. inn. Med., September 15, 1906. 

2 Progressive Medicine, September, 1905, p. 63. 
8 Med. Klin., 1906, Nr. 40. 

4 New York Medical Journal, January 6, 1906. 
6 Wien. klin. Woch., 1906, Nr. 24. 
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Rheumatic Endocarditis has been noted in 6 patients by A. Bech- 
told 1 during the prevalence, almost the "epidemic," of rheumatic mus- 
cular affections in the summer of 1905. On consulting the records of 
902 cases admitted into the hospital of Marburg since 1893 he was able 
to trace 11 cases which had developed endocarditis. He is not content 
with endorsing v. Leube's opinion that some cases of muscular rheu- 
matism are infective affections; but he would take that same view of all 
the cases, except those due to traumatism or toxins. 

Constitutional Weakness of the Heart claims recognition as one 
of the most important disabilities for the services. F. Kraus 2 points 
out that it is often overlooked. Special mention is made of congenital 
narrowness of the aortic system and of the narrow-chested conformation. 
Cardiac malpositions may arise from the latter. Kraus urges the neces- 
sity for adequate measurings of the heart, as not only its outline but its 
size is apt to vary under tests which make no impression upon the 
heart of the average sound man. 

The Spanemic Heart, described by Charles Ross Jackson, 3 "is one 
which by reason of deficient nutrition is dilated or dilatable." It is 
best studied in those cases of anemia in which the blood changes are 
moderate, and in which, for this reason, the patients find it possible 
to take considerable exercise, thereby calling for cardiac work out of 
proportion to the strength of the heart. We shall not follow the author 
in his description of 'the three varieties of the condition, and of the treat- 
ment appropriate to each of them, but merely note his important practical 
conclusions that the cure of the anemia in these relatively mild cases is 
apt to be obtained before the heart has had time to recover; and that 
the failure to recognize this condition hitherto unnoticed in text-books 
is fraught with serious risks from premature resumption of work. 

The Goitre Heart, "Kropfherz," or "Goitre Cardiaque," 
has been described as something distinct from Parry's disease. The 
discussion on F. Kraus' 4 paper throws some light upon the somewhat per- 
plexing overlapping of the two groups. The difficulty in both directions 
arises from the duality of the morbidly affected matter — thyroid on 
one hand, sympathetic on the other. If we leave aside Parry's disease 
and the glandular products we meet with various types of cardiopathies 
secondary to the enlargement of the gland: (1) The "Kropfherz of Rose" 
by mechanical interference; (2) the "dyspneic" types by slow asphyxia 
(distinct from the severe "suffocative" type), with progressive enlarge- 
ment of the right ventricle, and (3) the less important "nerve-pressure" 
type, where cardiac regulation is supposed to be interfered with. 

Turning in the other direction, that of excessive or faulty secretion, 

1 Munch, med. Woch., 1906, Nr. 45. 

2 Gedenkschrift f. v. Leuthold, 1906, Band i. 

3 New York Medical Journal, August 25, 1906, p. 378. 

4 Verein f . inn Med., October 15, 1906. 
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there are again three groups, according to Krause: (1) Parry's disease 
proper, (2) the "thyreotoxic Kropfherz," and (3) artificial thyreoidism. 
The merits of this nomenclature must remain an open question for the 
present. 

The Heart in Friedrich's Disease has been found by M. Lannois 
and A. Porot 1 to behave both clinically and structurally on lines parallel 
with those of the nervous system and of the muscles. In their own 
patient, a girl aged fifteen years, a slowly developing but marked myo- 
carditis was verified after death; and in the literature the occurrence of 
cardiac seizures, sometimes fatal, is often referred to. Endocardial and 
valvular changes are the exception, the more common alteration being 
the myocardial. 

The Nature of Cardiac Hypertrophy was brought up by E. 
Stadler 2 at the Munich Congress. He observes that it would be difficult 
to view it as suggested by Albrecht, of Berlin, as a mere progressive 
inflammation in those cases where, as in experimental destruction of heart 
valves, traumatic influences were alone at work. In his own experiments 
an interstitial diffuse hyperplasia coexisted with the muscular hyper- 
trophy. He regards this double increase not as an inflammatory but 
as a mechanical reaction to increased pressure and to increased stretch, 
muscle growing under the stimulus of pressure and fibrous tissue under 
that of overstretch. This "myofibrosis" (of Dehio) is, according to its 
discoverer, in a large measure protective to the muscle fiber. 

Absence of Hypertrophy of the Heart in Spite of Granular Kidney 
is one of the features of the cases brought forward by Hirschfeld 8 as 
cases of "arteriosclerotic atrophy." This condition he regards as patho- 
logically identical with that of senile atrophy of the kidney. Both 
sets of cases clinically agree in presenting very little albuminuria, no 
anasarca, and only rarely any uremic symptoms. Anatomically, he 
can find no difference between them. It would be quite a mistake to 
regard the arteriosclerotic variety as a worse form of granular kidney. 

Acute Physical Overstraining of the Heart. Theodore Schott, 4 
lecturing in Baltimore, Philadelphia, and Cincinnati, contributes tables, 
precordial tracings, and pulse curves. Of course, a good deal of this, 
in the strong, healthy wrestlers under observation, is, in fact, overdis- 
tention. But let the case be that of a damaged heart, and some lasting 
change might remain. Moritz and Hoffmann's negative orthodia- 
graphic findings have to be explained away, and Schott addresses himself 
to that task, as well as to an account of the treatment by rest, morphine, 
ice, or sinapisms, "digitalis always, stimulants sometimes." An interest- 
ing reference is made to the fact that an English race-horse's heart may 

1 Rev. de meU, 1905, p. 853. 

» Zentndbl. f. inn. Med., 1906, Nr. 20. 

8 Berl. klin. Woch., 1906, Nr. 14. 

4 Journal of American Medical Association, April 27, 1907. 
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weigh thirteen and a half pounds against eight to ten pounds at most 
for the heart of a common horse of almost double weight. So far as 
known, although overdilatation may occur, sudden death during racing 
is always due to rupture of the aorta. 

B. Robinson 1 draws a clear distinction between different modes of 
origin of acvte dilatation: (1) It may be incidental to acute infective 
disorders; (2) or of nervous origin, through wear and tear without mus- 
cular overexertion; (3) or the acute result of sudden physical strain in 
those whose cardiac reserve is undermined by alcohol or tobacco. 

Cheinisse, 2 writing on the same subject, is inclined to doubt the com- 
petence of physical strain to produce acute dilatation in the healthy. 
But he believes that it does sometimes result from excessive emotional 
stress, particularly in neurasthenics. 

Acute Heart Failure and its Treatment. The various etiological 
aspects of acute cardiac failure may be classed according to Charles 
Bolton 8 in two groups: (1) It may be due to some organic condition 
affecting the heart, the blood, or the bloodvessels; (2) or it may result 
from nervous disturbance, as in sudden death from vagus inhibition or 
in tachycardia. In the first group the trouble is mainly mechanical, and 
arises from interference either with the systolic or force-pump function 
of the ventricle, or with the diastolic or suction-pump function. The 
failure of the systolic function may be due to excessive resistance to the 
blood output into the pulmonary or the systemic circuit; for instance, 
to acute Bright's disease, or to acute pulmonary engorgements, such as 
that sometimes produced, according to Kronecker, by the diminished 
barometric pressure of high altitudes. Or it may be due to any of the 
multiple causes which lead to impairment of the muscular power of the 
myocardium, whether toxemic, ischemic, or by implication of the auriculo- 
ventricular bundle of His. On the other hand, the failure of the dias- 
tolic function may be of two kinds: there may be excessive filling or, on 
the contrary, deficient filling of the cardiac cavities. 

Effects of Touring and Mountaineering on the Heart. R. 
Beck's 4 labors on a well-worn subject may be condoned in con- 
sideration for his truly practical conclusion that, as overexertion has 
often resulted in lasting damage to the heart, it is the duty of every 
climber to submit himself at regular intervals to a competent physi- 
cian. Beck's investigations with Gartner's tonometer (with mercurial 
manometer, and at a later date with spring manometer) showed that 
even long and difficult ascensions occasioned only a very moderate blood- 
pressure rise. Similarly the albuminuria set up by these long excursions 
seems to be of secondary importance. As there is so little rise in blood 

1 American Journal of the Medical Sciences, February, 1907 

* Semaine m&iicale, xxvii, No. 9. 

8 Lancet, March 30, 1907. 

4 Wien. med. Woch., 1906, Nrs. 6 und 7. 
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pressure the causation of any heart trouble had to be sought elsewhere, 
and the size of the heart was determined. A moderate enlargement 
was often detected, which, however, rapidly subsided after halting. 
Beck suggests that this may in some cases have the significance of tem- 
porary relaxation of the heart wall; in others, that of overfilling of the 
heart. Arhythmia was never observed, but the pulse rate, which under 
military marching reaches 100 to 130 per minute only, went up in stiff 
climbs from 120 to 160. Lastly, twenty-four first-rate amateurs and 
seven guides were examined for evidences of heart affection. In 90 
per cent, of that number the heart was affected, in most cases in its 
muscle. In 5 cases there was mitral incompetence and Beck attributed 
the defect to f unctional defect in the muscular ring at the base of the heart. 

PSEUDOSTENOSIS OF THE MlTRAX, OR FUNCTIONAL MlTRAL STENOSIS. 

L. Bard 1 attempts the difficult physical diagnosis between true and 
false stenosis. Chief stress is laid upon the "vibration cloturale" to be 
expected only from a hardened valve, whereas the thrill may persist. 
It is, however, to be borne in mind that a thoroughly developed stenosis 
may be of the flexible kind described by me 3 as "soft mitral stenosis." 

The Mechanism of Morbus Coeruleus of Congenital Cyanosis 
is discussed in connection with cases of congenital defects of the heart 
by F. O. Huber 3 and by Medea. 4 Huber explains the cyanosis by a 
mixture of the venous with the arterial stream, and also by a dilatation of 
the small peripheral vessels by the delay of blood which is more viscid 
and corpuscular than normal. Medea refers to the well-known occur- 
rence of cases of perforate interventricular septum in which no cyanosis 
had resulted. These cases simply prove, he thinks, that in them the 
well-balanced strength of the two currents had kept them from mixing. 
Mixture must be the essential cause, although deficient oxidation in the 
lung, or overcharge with C0 2 , owing to delayed peripheral circulation, 
may be contributory. 

Roger's Disease (Perforate Septum Ventriculorum). A rea- 
soned differential diagnosis has been based by Giuffre 6 upon the 
common experiment of Valsalva. This raises the intrathoracic pressure, 
diminishes the pulmonary circulation, raises the pressure in the right 
ventricle before raising it in the systemic circuit. Lastly, the systolic 
murmur is intensified whilst the cardiac action is quieted. But these 
results may vary slightly with the conditions which may obtain in a case 
of perforate septum, and which are as follows: (1) The blood pressure 
may be higher in the left ventricle; (2) it may be higher in the right; 
(3) it may be the same in both. In the first case there would be no 
cyanosis, and Valsalva's experiment, by raising the pressure in the right 

1 Semaine m&licale, 1906, No. 30. 

7 Clinical Society's Transactions; cf. Progressive Medicine, September, 1906. 

8 Charite* Annalen, twentieth year, p. 18. * Morgagni, December, 1905. 
5 G&z. degli Osp., 1906, No. 132. 

5 
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ventricle, would tend to diminish the murmur and to slow the heart. 
In the second case for analogous reasons there would be some cyanosis, 
and the loudness of the murmur would be increased. In the third 
case there would be, at rest, neither cyanosis nor murmur; but Valsalva's 
experiment would tend to produce them both by occasioning an abrupt 
rise of pressure in the right ventricle. 

Cyanosis of Microbic Origin. A case of this interesting affection 
has been put on record by G. A. Gibson and C. Douglas. 1 It may be 
classed with similar cases reported byStokvis, Talma, Van der Bergh, 
in which methemoglobin was present in the blood under the influence 
of intestinal changes. In the case narrated, that of a woman aged thirty- 
six years, marked cyanosis had existed for three years, with headache, 
giddiness, and gastro-intestinal attacks. The Bacillus coli was identified 
in the blood. The nitrites contained in the blood were presumably 
the cause of the formation of methemoglobin. 

"Pulmonary Hypertrophic Osteo-arthropathy" Occurring 
in a Case of Congenital Heart Disease. The case is described 
under this heading by H. Batty Shaw and R. Higham Cooper, 2 for the 
sake of emphasizing the fact that the lesion originally observed by 
Pierre Marie (1890), and regarded by him and by Bamberger (1891) 
as due to toxins derived from the lung, is not necessarily always of 
pulmonary origin. Their own case seems rather to support the 
mechanicotoxic theory of B£clfere s and of Groedel, 4 as the greatest 
bone change was in the lower extremities, where gravity would bring 
more blood and therefore more of the impurities or tissue toxins derivable 
from faulty metabolism, whether of a general kind or, as in Berent's 5 
case, limited to any given localization. They believe their case to be 
the first of its kind reported. 

Some Pathological Curiosities may be enumerated without any 
comment: G. Tolot 6 describes a large mass of tubercle in the myocardium 
in a man aged fifty-eight years; Topham 7 reports a case of true bone 
formation in the heart of a man aged seventy-one years, whose symp- 
toms had been those of dilatation; K. Reitman, 8 a primary, peduncu- 
lated, pea-sized hyahfhroma of a nodulus aurantii of the pulmonary 
artery in a man aged seventy-four years who had presented no clinical 
symptoms. 

Nodular Valve Hematomas had previously been described in the 
heart of the majority of the newborn as occurring chiefly at the edges 
and free surface of the mitral and tricuspid valves, less often in con- 
nection with the semilunars. Fahr 9 gives good reasons for regarding 

1 Lancet, July 14, 1906. * Ibid., March 30, 1907. 

8 Sem. med., 1901, p. 94. * Munch, med. Woch., 1906, p, 264. 

• Berl. klin. Woch., 1903, p. 75. • Rev. de meU, 1906, p. 101. 

7 British Medical Journal, October 13, 1906. 

8 Ztsch. f . Heilk., Band xxvi. • Virch. Arch., Band clxxxiv, Heft 2. 
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these not as hemorrhages but as definite vascular ectasies contained 
in preexisting spaces. The ultimate fate of these structures is their 
complete disappearance by a Spontaneous strangulation of the telangiec- 
tatic vessels by the shrinkage of their investing membrane. 

A Rare Cardiac Anomaly. Ingalls' 1 patient had not suffered from 
cardiac trouble during life. The pulmonary veins were five in number, 
two on the left and three on the right side. The upper two right veins 
opened abnormally into the superior vena cava, and the remainder into 
the left auricle. In the auricle at the extreme upper part the septum 
was deficient. A communication was thus established between the 
cavity of the left auricle and the superior vena cava. No similar cases 
could be found reported in literature. 

The Cardiovascular and Pulse Mechanisms. The Suctional Action 
of the Heart. R. von der Velden, at the XX Congress of Internal 
Medicine (Munich), described his experiments with the cat's heart after 
thoracotomy. He could get no indication of any force beyond the 
common hydrostatic, when he had replaced by reservoirs the normal 
currents entering and leaving the heart. This result cannot be conciliated 
with Goltz and Gaule's demonstration of a suctional action unless we 
admit that the suction is not the act of the heart, but that of the current 
entering the heart, working after the fashion of Bunsen's water pump. 
Gerhardt also failed to demonstrate experimentally the presence of any 
strong negative pressure, and he remarks that this seems to be corrobor- 
ated clinically by the absence of any anatomical provision for a com- 
pensatory increase of the suctional force in question. 

The Mechanism of Aortic Closure according to Krehl does not 
entail a complete swinging back of the valve flaps into contact with 
the aortic surface during systole. On the contrary, and this is supported 
by E. Mai's experiments, 2 which have proved that only the axial portion 
of the aortic stream has much velocity in its flow toward the periphery; 
the blood in its lateral zones is driven into recurrent and into circular 
eddies, which rather tend to approximate the valve segments so that they 
may immediately drop into apposition as soon as the fall of ventricular 
pressure will permit. 

The Pulse Arhythmias. Hering 8 uses the following nomenclature 
in describing the irregularities in the action of the heart: (1) Pulsus 
Irregularis Respiratoriiis. (2) Extrasystolismus. (3) Pulsus Irregularis 
Perpetuus. (4) Disturbed Conductivity. (5) Pulsus Alternans. 

1. The Respiratory Pulse Arhythmia is very common as a mere pecu- 
liarity in youth. Mackenzie has even described an " infantile type" of it. 
It is pathological when induced in a marked degree by quiet breathing, 

1 Johns Hopkins Hospital Bulletin, April, 1907. 
3 Zeitsch. f. klin. Med., Band, lviii, p. 393. 

8 XXIII Congress f. inn. Med., Munich, April 23 to 26, 1906; Zentralbl. f. inn. 
Med., Nr. 20. 
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or when not completely controlled by an intentional respiratory pause. 
It points to irritability of the nerve mechanisms; it is in itself a proof 
of a tonus in the inhibitory fibers of the vagus, affording a simpler demon- 
stration of their activity than the cardiac acceleration induced by atropine 
injection. Clinically, its chief functional causes are convalescence from 
febrile attacks, neurasthenia, and cerebral affections implicating the 
vagus. The bradycardia often associated with it in convalescence is 
likewise not a sign of heart delicacy. It may also be set up by digitalis 
or other drugs. The organic causes are totally distinct from these. 

2. Extrasy stoles are of three kinds: auricular, auriculoventricular, 
and ventricular, and the two latter more common than the auricular. 
The "interpolated" ventricular extrasystole is one which does not 
markedly alter the rhythm, but sometimes it determines a "retrograde" 
auricular extrasystole. The detennining stimulus may be mechanical, 
or chemical, as in perfusion with digitalis or calcium solutions. The 
chief nervous stimulus would be peripheral vasoconstriction. The 
pulsus bigeminus, trigeminus, quadrigeminus, and " extrasystolic tachy- 
cardia" are all instances of this irregularity. Further confirmation is 
desirable as to the occurrence of a ventricular venous pulse described 
by Mackenzie in cases of paroxysmal tachycardia. In connection with 
"fluttering action" Hering throws out the suggestion that sudden death 
from heart paralysis may be ushered in by this form of disturbance. 

3. The Pulsus Irregularis Perpetuus is independent of the variations 
in the heart rate due to digitalis, atropine, or tachycardia. There is no 
apparent system in its phrasing. Hering has always found it associated 
with a ventricular venous pulse. 

4. Disturbed Conduction leads either to "dropped ventricular systole," 
or to "dissociated rhythm." Hering dwells upon the production of 
the former by digitalis. The most typical instance of "dissociation 
in rhythm" is seen in experimental section of the bundle of His, which 
demonstrates the existence of ventricular automatism. In Adams- 
Stokes affection dissociation is proved, and dropped ventricular beat is 
probable — the former traceable to lesions of the bundle, the latter also 
producible by overstimulation of the vagus. In practice when a ventricle 
beats 30 per minute, and is not materially influenced in its rate by 
Czermak's vagus compression or by atropine injection, the diagnosis 
of "dissociation" is established, and with it that of some serious trouble. 
The condition, may, however, persist for years, and sometimes it may be 
temporarily benefited by medication. 

5. The Pulsus Alternans is to be regarded as denoting some degree of 
cardiac weakness, and the degree of the latter may be gauged by the 
smallness of the weaker beat. 

Of all these groups the first two are the most common, the last two 
the least common. Extrasystoles may be combined with any of them. 
Their study has been vastly helped by modern research in connection 
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with the question of the myogenic or neurogenic nature of the heart's 
action. 

His in commenting upon Hering's statements did not regard the 
Adams-Stokes "symptoms" (for they are symptoms and not a "disease") 
as necessarily due to dissociation. They might likewise result from 
pure affections of the vagus, such as tumors or inflammations at the base 
of the skull, etc. 

Pulsus Bisferiens. After exposing the inadequacy of our previous 
theories Thomas Lewis 1 dwells upon the three conditions alleged to be 
most commonly associated with it — great enlargement of the heart, 
pericardial adhesions or effusion, and ballooning of the aorta. In 
aortic valvular disease it is apt to develop when loss of compensation is 
impending, in cases of considerable enlargement. In his tracings the 
cardiogram and the pulse curve both present two waves. This proves 
the central origin of the second wave, though it is difficult to determine 
whether it originates in the ventricle or, as held by Marey, in the aorta. 
Occasionally this abnormal pulse is accompanied by a reduplicated 
first sound at the apex. 2 At any rate, notice should be taken of the 
fact that there is often a visibly double impulse at the apex. Lewis 
concludes that the constant feature is great dilatation and hypertrophy 
of the left ventricle, and that there are two types of pulsus bisferiens, 
the one associated, the other unassociated with arteriosclerosis. 

The Pulsus Paradoxus in Pericarditis with Effusion. W. J. Cal- 
vert's 3 observations and his dissections after hardening with injections 
of formalin bear out the following conclusions: Pericardial effusion is 
apt to produce a stenosis of the vence cavw, which may be partly compen- 
sated by a rise in the venous pressure (Franke 4 has recently described 
in cases of tricuspid regurgitation a venous and hepatic compensation 
analogous in its operation to that of the right ventricle in mitral lesions). 
With a rising pressure of effusion this compensation fails, and its failure, 
indicated by collapse of the vein, is greatest in inspiration, least in expira- 
tion. This "respiratory" variation in the ventricular output explains 
the pulsus paradoxus. 

In connection with Calvert's views it is important to remember that 
the inferior vena cava possesses no appreciable length within the peri- 
cardium; but that after its fusion with the edges of the circular orifice 
in the central tendon of the diaphragm it passes immediately into the 
right auricle. 

The Pulsus Alternans. G. Galli, 6 dealing with the two well-known 
varieties — (a) the small pulsation leading and (6) the large pulsation coming 

1 British Medical Journal, April 20, 1907. 

2 D'Espine's "deux temps beat of ventricle," Rev. de mecL, 1882. 
8 Journal of American Medical Association, April 6, 1907. 

4 Wien. klin. Woch., 1906, xix, p. 956. 
* Riv. crit. di Clin. Med., 1906, No. 51. 



70 DISEASES OF THE THORAX AND ITS VISCERA 

first — agrees with Hering, and against Wenckebach, that (a) is not a true 
but a pseudo-alternating pulse. Galli regards it as an instance of extra- 
cardiac systole. 

Adherent Pericardium and the Pulsus Paradoxus Inspirations Inter- 
mittens (Kussmaul). Wenckebach's paper 1 on "Adherent Pericardium" 
has elicited an exhaustive paper on this well-known phenomenon by 
Sir James Barr, 2 who shows conclusively that it is not always patho- 
logical, much less limited to the single affection of mediastinopericarditis, 
and least of all mechanically produced by kinking of vessels by medias- 
tinal adhesions. It is in a sense physiological, as it may be induced at 
will by abrupt variations of pressure in the respiratory and vascular 
system, respectively. We must, therefore, go back to the experiments 
of Valsalva (1740) and of Johannes Muller (1838). Both of them 
cause a cessation of the radial pulse, the first with a full and the second 
with an empty artery. Then come the views of Wilson ("atmospheric 
pressure the cause of the venous flow to the heart/' 1799); of James 
Carson ("inspiratory suction by the thorax," 1815); of Brown Langrish 
and Carson ("active dilatation of the heart after systole"); of David 
Barry ("atmospheric pressure" in relation to "venous circulation" 
and to "external absorption," 1826); of C. J. B. Williams ("irregularity 
and dropped beats at the wrist, in pericarditis and pericardial adhesions 
coincide with inspiration;" "cough gives a momentary strength to a 
weak pulse," 1850); of Griesinger ("a case of inspiratory intermissions 
presenting fibrinous pericarditis and mediastinitis, with constriction of 
the venous trunks and of an ascending aorta and arch partly twisted 
about its axis," 1854); of Friedreich ("sudden diastolic collapse of cer- 
vical veins, with systolic filling, often observed in mediastinitis, " 1864); 
of Kussmaul ("pulsus paradoxus in indurative mediastinopericarditis, 
with inspiratory swelling and diastolic subsidence of cervical veins, 
owing to inspiratory obstruction by fibrous bands," 1873); of Traube 
and Baumler ("pulsus paradoxus" but no venous phenomena when peri- 
carditis occurs without mediastinitis," 1874) ; of Josef Bauer (" the inspira- 
tory expansion of the thorax (1) may produce mechanical obstructions 
to the ventricular output, either in the vessels or in the heart itself, or 
(2) if the entrance of air be hindered it may, by increasing the suctional 
force, oppose the proper filling of the aorta," 1876); of James Barr 
("reduplication of cardiac sounds," 1877 and 1882), causes and mechan- 
ism of cardiac impulse (1884), and pulsus paradoxus (1900 and 1901); 
of Gerhardt ("unilateral pulsus paradoxus," 1897); of Thomas Harris 3 
(unilateral pulsus paradoxus not due to inequality of the subclavian 
arteries) ; of C. E. Walker, who pointed out the possibility of a voluntary 
suppression of the radial pulse by a trick of pressure on the subclavian 
artery; and, lastly, of Wenckebach ("an increased hindrance to circulation 

1 British Medical Journal, January 12, 1907, p. 68. 

2 Ibid., April 20, 1907. s Lancet, April 22, 1899. 
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during inspiration due to tugging of the diaphragm on a heart unable to 
give way, being fixed to its immovable surroundings/' 1907). Sir James 
Barr views the whole question as one of atmospheric pressure and of its 
variations in the thorax, as they influence the two intrathoracic blood 
reservoirs — the heart and the lung. The various pathological causes 
include laryngeal obstruction, as in BrockbankV case. In short : " The 
pulsus paradoxus is due to defective filling or to rapid emptying of. the 
arteries, or to both. With a weak heart the arteries are not sufficiently 
filled, and with a good respiratory pump and low-tension pulse they are 
quickly emptied. On the other hand, where there is high blood press- 
ure and a poor respiratory pump, inspiration has scarcely any effect 
upon the pulse." He is to be thanked for having simplified the state- 
ment of the problem, and ended, as we hope, a chronic waste of clinical 
and literary labor. 2 

The Various Types of Tracheolaryngeal Pulsation have been analyzed 
by Signorelli. 3 Some of them are the result of extensive contact or of 
adhesions with the aorta; others are merely transmitted. According 
to their intensity the pulsations may be visible, or they may be per- 
ceptible only to the touch. Two varieties are characteristic of aneurysm, 
namely, the "ascending pulsation" and the "retractile or backward 
pulsation," and these are sometimes perceived as double shocks. When 
the pulsation is not due to an aneurysm, the shock is always single; and 
being less powerful, it requires to be elicited artificially. The most 
common variety is the "right lateral pulsation" (Cardarelli) ; less fre- 
quent is the "descending pulsation" (Oliver); and still more rare the 
"left lateral pulsation." 

Angina and Cardiac Neuroses. The Boundaries and the Treatment 
of "Neurosis" in Cardiac Ailments. This subject, ably dealt with 
by Goldscheider, 4 is of far-reaching importance. He points out that 
"cardiac neurosis" is apt to be diagnosticated when structural disease of 
the aorta and arteries or of the heart itself is present. Special attention 
should be given to the percussion and auscultation of the prevascular 
region behind the manubrium, and also to inspection and palpation of 
the heart in the left decubitus. In short, the diagnosis of heart neurosis 
is a laborious task, as it must be arrived at by exclusion. The influence 
of "the psychical factor" in the treatment of cardiopathies is another 
practical theme well worth studying in the original. 

"Faints and Fainting." In an instructive lecture Sir William 
Growers 6 discusses the quasi-epileptic or cerebral factor in a special 
group of cases of "swooning." He alludes without comment to the 

1 British Medical Journal, June, 1893. 

2 See also Adherent Pericardium. 
8 Policlinico, February, 1906. 

4 Zeitsch. f. Phys. und Therap., 1906, Band x, Heft 7 und 8 

5 Lancet, March 2, 1907. 
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disuse of this word. To the present writer its renewed employment 
in clinical work appears highly desirable because not open to ambig- 
uity attached to the expression "fainting," which so many women insist 
upon using in describing "faintness" when no true syncope has occurred. 

Angina True and False. Among the contributions to this theme 
we may mention F. Hare's 1 view that the pain is due to vascular dis- 
tention within the mediastinum — a distention which cannot arise except 
with the help of a competent mitral valve and of an overworking left 
ventricle. The object of treatment is to reduce the peripheral vaso- 
constriction which leads to the latter. 

James M. Anders 2 gives a masterly review of the hypertension of angina, 
of the influence of muscular exertion, mental emotion, gastrectasia, 
exposure to cold; of the associated vasomotor spasm in either true or 
false angina, and of Allen Burns' theory of intermittent claudication. 
The seat of the pain is undoubtedly in the heart, and the result of an 
extra stress. MacKenzie 8 holds that since angina arises with a great 
variety of gross lesions, there must be an exciting cause common to all, 
such as impairment of the muscular contractility of the heart. Mac- 
Kenzie says the function is "directly concerned in furnishing the motive 
force to the circulation of the blood, and that it is the function that will 
necessarily become exhausted when an excessive resistance is opposed 
to the contraction of the heart muscle. The opposed arterial pressure 
may be abnormally high, but as a rule greatly lowered, since angina 
vera is a late complication or, to speak more accurately, a terminal 
condition." In either cases the extra stress or strain imposed by the 
action of one or other of the existing causes will exceed the contractile 
power of the heart and, as a consequence, suddenly induce an attack. 

Angina Pectoris and its Spasmodic Vasomotor Phenomena 
furnish H. Curschmann 4 with a theme worthy of his searching analysis. 
He dwells upon those peripheral arterial spaspas leading to asphyxia of 
the hands or feet which were described by Nothnagel as accompanied 
by internal feelings of dread and by slight palpitation. These peripheral 
vascular crises are apt to occur in those subject to true angina, and 
they do not appear to be coupled with any neurasthenic tendency. 

The "Postural Sign" in Angina Pectoris. Minervini's 5 idea of 
the most characteristic posture is essentially an extension of the neck 
and forced extension of the trunk — both seen most typically when the 
patient is seized in the standing posture; his arms then usually go up. 
If he should be able to sit down the arms may hang helplessly or one 
of them is raised to the heart. In bed the patient drives his head back 

1 Medical Record, New York, October 20, 1906. 

2 Journal of American Medical Association, November, 1906. 
8 British Medical Journal, October 7, 1905, p. 845. 

4 Deutsch. med. Wochenschrift, 1906, Nr. 38. 
* Riforma Medica, 1905, Nos. 46 and 47. 
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into the pillow, and the dorsal hyperextension amounts almost to an 
opisthotonos. At the same time there is an obliquity in the long axis 
of the body as compared with that of the bed, the angle between being a 
larger one on the left side, as though the patient were seeking "to run away 
from his heart." In general, patients seem to avoid anything that can 
afford support to the left side. This head retraction is the opposite 
of the forward bending posture during the asthmatic attack. He believes 
that it is meant for the purpose of increasing intracranial pressure, which 
is most powerfully carried out by^amyl nitrite or by morphine. 

The Relative Value of the Recumbent and of the Sitting 
Posture in Dyspnea. L. Hofbauer 1 agrees with all observers in noting 
that the upright position is commonly assumed by pulmonary and cardiac 
patients at night, even when they are able to dispense with it during the 
day. His view is that the diaphragm loses a respiratory advantage in 
the sitting posture, but that this can be made good, he thinks, by compen 
satory expiratory efforts during waking hours. It must be borne in mind 
however, that a definite cardiac advantage may also be gained in the 
sitting posture, by virtue of the partial immobilization of the diaphragm 
affording a firmer basis for the action of the heart, which is specially 
liable to nocturnal disturbances. A good deal of the nocturnal dyspnea 
in pulmonary affections is from the heart, and its cardiac origin is 
revealed by the imperative call for the sitting posture. 

This in advanced cardiac cases is the only posture in which sleep can 
be obtained — nay, attempted. For the heart it is, as shown in angina, 
the attitude of alarm and of alertness, and therefore of security. 

Exercises and Massage of the Thorax. K. Hasebroek 3 does 
not hesitate to act upon his belief in these adjuncts to the treatment of 
angina. Cases are referred to in which definite relief was obtained. In 
one of them, after eight months of successful treatment, the condition was 
verified postmortem as one of extreme coronary sclerosis. The author's 
practice is guided by his opinion of the efficacy of these measures in 
working the peripheral pump. 

The test which he applies for the selection of suitable subjects is based 
upon the degree of sensitiveness of the thoracic nerves to pressure over 
the outer apex region and at the left parasternal point of Valleix, or 
at the mammilla. When with anginal symptoms there is much sen- 
sitiveness, a reflex neurosis may be suspected and the patient is likely to 
benefit, as may soon be shown by a lessening of the tenderness. 

Sudden Death and Resuscitation. Sudden Death in Children 
and Adults. LacassagneV article deals chiefly with the latter; its 
frequency, which seems to be on the increase in France, and its multi- 

1 GeseUschaft f. inn. Med. und Kinderhlk., Wien, January 10, 1907. 

2 Deutsch. Arch. f. klin. Med., Band lxxxvi, Heft 6. 

3 Province m6d., eighteenth year, No. 7. 
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farious causes. In children and infants the question has been mixed 
up with that of hypertrophy of the thymus. In one of my former reports 
the view was expressed that we may assume in a given proportion of 
subjects a definite predisposition to cardiac arrest, since the tendency 
to syncope, known to be an individual and an inheritable peculiarity, 
is a minor degree of the same trouble. The same idea, by which so 
many fatalities might be explained, has been worked out by L. Cheinisse 1 
in the light of some striking "familial" cases, and he considers the 
possibility that some special neurosis may have to bear the blame. 

Enlargement of the Thymus. The clinical diagnosis of this 
affection is the chief subject of Aldred Scott WarthinV instructive 
contribution. It is well known to occur independently as well as in 
association with a variety of structural and functional affections and 
constitutional disorders. Physical examination and radioscopy afford 
considerable assistance to the evidence obtained from clinical history and 
aspect. He finds every reason to believe that its early diagnosis as a 
cause of stridor and asthma will lead to successful curative treatment 
essentially of an operative kind, and that a fatal termination may be in 
the future avoided in a great majority of cases. 

The Cardiac Arhythmias and Heart-block. The Diagnosis of 
Heart-block. An easy ocular method for the -diagnosis of heart- 
block and for the comparative study of auricular and ventricular 
impulses has been devised by G. W. McCaskey. 3 His ingenious and 
simple apparatus registers in close apposition the apex and the jugular 
tracings. 

It is not intended to replace the graphic method, but it has the 
advantage that the movements can be watched indefinitely without 
reference to the length of the recording slip or to its precise and 
accurate adjustment. 

A Handy Sphygmoscope. M. RheinboldtV little instrument has 
not any pretensions beyond those of a clinical demonstrator of the 
existence of any arhythmia. It is not fit for "quantitative" determina- 
tions, but "qualitative" only; but in that sense it is likely to prove of 
real value to the practitioner. 

E. Job 6 bestows part of his review of the recent physiology and path- 
ology of cardiac rhythm to a differential diagnosis between the nervous 
and the muscular forms of arhythmia. 

The Registration of Dissociated Auricular and Ventricular 
Rhythm in Adams-Stokes Affection. G. Joachim's 6 patient, aged 

1 Semaine m&iicale, April 17, 1907. 

2 International Clinics, i, 1907. 

3 Journal of American Medical Association, February 2, 1907. 

4 Berliner klin. Wochenschrift, 1907, Nr. 6. 

5 Revue de meclecine, 1907, p. 796. 

• Berliner klin. Wochenschrift, February 25, 1907. 
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forty-six years, gave tracings of the arterial and venous pulse, both of 
which were almost absolutely rhythmic, but dissociated. The venous 
pulsations were more frequent than the arterial. 

E. Schmoll, 1 of Chicago, has put on record two cases of this kind with 
dissociation of the auricular and ventricular rhythm and lesion in the 
bundle of His. 

A Differentiation of the Varieties of Extrasystole. In 
the light of the researches of Tawara, of Keith, and of Flack, W. T. 
Ritchie 2 points out that the extra-systole is the heart's response to a hetero- 
topic stimulus. From a study of the sequence and of the time interval 
between the auricle and the ventricle contractions during an extra-systole 
the initial point of heterotopic stimulation might be deduced; and accord- 
ing to its situation three main varieties of extrasystole — the auricular, 
the auriculoventricular, and the ventricular — can be identified. Ritchie 
also describes three forms of the ventricular extrasystole, the retrograde 
extrasystole, the interpolated extrasystole, and that with a period equal 
to the succeeding physiological systole, as observed in cases of heart- 
block. 

The Mechanism of Heart-block. The Sinv^auricvlar Node 
and the Aurwuloventrieviar Node of Keith. The practical study of 
heart-block was carried a considerable step forward at the First Meeting 
of the Association of Physicians of Great Britain and Ireland in London, 
May 23 and 24, 1907, when Arthur Keith described his discovery of 
an "Auriculoventricular Node" in the situation of His* bundle and in 
connection with it, and of its continuity through an upper set of fibers 
with a similar node, the "Sinusauricular Node," situated at the 
insertion of the superior vena cava into the auricle. . An anatomical 
basis was thus supplied for clinical observations such as those com- 
municated at the same meeting by Mackenzie, where the cause of the 
arhythmia and of the failure was seen to be above the level of the bundle 
of His, as, for instance, in the common case of rapid and extreme terminal 
distention of the right auricle in mitral disease, and in other cases nar- 
rated in which the lesion interfered with conduction above rather than 
at the auriculoventricular bridge. 

We should not overlook, in connection with the mechanism of heart- 
block, an interesting citicism by Arthur D. Hirschf elder on the inspection 
of the jugular vein, its value and its limitations in functional diagnosis, 
and the reply by G. W. McCaskey. 8 

Adams-Stokes Affection continues to be keenly studied. With 
accustomed lucidity and point Huchard and Bergouignan 4 review 
the teachings of Mackenzie, Gaskell, Kent, His, and Tawara. 

1 Deutsch. Arch, f . klin. Med., Band lxxxvii, Heft 5 und 6. 

3 Edinburgh Med. Chir. Soc, May 1, 1907. 

8 Journal of American Medical Association, March 30, 1907. 

4 Jour, des Prat., December 22 and 29, 1906. 
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Arthur Keith has now added further knowledge of that system of inter- 
lacing, pale, only poorly sarcoplasmic, conducting, and concording 
fibers which spread in the ventricles as "fibers of Purkinje," but are 
gathered into bundle and node at the auriculoventricular groove. This 
system supersedes in the heart, according to Erlanger, the moderator 
influence of the vagus, which is chiefly concerned in influencing the auric- 
ular rhythm. The latter truly sets the cardiac time, on the basis of a 
normal interval of one-fifth second between the systoles of auricle and 
ventricle. A longer delay points to a tendency to dissociated action. 
This may either develop into suppression of a ventricular contraction, 
or the ventricular systole may recur only at every second, third, or fourth 
cardiac revolution; nay, the auricles and ventricles may end by beating 
independently of one another. These forms constitute the various 
degrees of "heart-block/' The pathology of allorhythmias and 
especially of Adams-Stokes affection lies thus rather in the heart than 
in the medulla oblongata. 

An Artificial, Partial or Complete Heart-block may be produced, 
experimentally by applying increasing pressures directly to the bundle 
(Erlanger); or clinically (Mackenzie) by pushing doses of digitalis in 
cases of a specially susceptible myocardium. 

In Ashton, Norris, and LavensonV patient, aged thirty years, who 
died with a gumma in the interventricular septum, there was no record 
or signs of syphilis. The symptoms were recent. Four days before 
entering the hospital he had the first of a series of attacks of syncope 
and the pulse dropped from 48 to 18. 

Boinet and Rouslacroix's 2 patient was only thirty-eight years of age, 
but had long suffered from syphilis. A peculiar "third cardiac sound," 
perhaps auriculosystolic, is described by them in this case. 

Three cases of syphilitic bradycardia are also reported by W. R. 
Steiner, 3 and Vaquez and Esmein 4 describe the blocking lesion in their 
case as "sclerogummatous." Arthur Keith and Charles Miller's 5 
case was also one of gummatous infiltration of the "bundle." John 
Hay and Stuart A. Moore 6 analyze an interesting case and C. W. 
Chapman 7 reports a case of cardiac syphiloma with chronic brady- 
cardia and obstruction of the vena cava inferior, with enlargement 
of superficial abdominal veins of fourteen years' standing. Death 
occurred from appendicitis. The pulse rate was from 33 to 44, during 
a period of eight years' observation; but there were no syncopal attacks. 
The middle of the left auricle was considerably narrowed by a calcareous 
ring-like deposit involving also the auricular septum and the origin 
of the aorta. 

1 American Journal of the Medical Sciences, January, 1907. 

2 Arch. gen. de meU, October 2, 1906. 

8 Boston Medical and Surgical Journal, August 9, 1906. 

* Presse meU, January 26, 1907. 5 Lancet, November 24, 1906. 

• Ibid., November 10, 1906. 7 Ibid., July 28, 1906. 



THE HEART 77 

Adams-Stokes Symptoms and Alcoholism were associated in W. Leuch- 
tweiss' * patient, aged forty years. The seizures for seven years were 
preceded by alcoholic excesses. The slowness of the pulse (25 to 30 
per minute) was a permanent feature. The auricular frequency was 
about 50, and as the rhythm was quite independent there was "total 
heart-block." The slow ventricular rhythm was not influenced either 
by exertion or atropine, which accelerated the auricular. The patient's 
fitness for work is stated to have remained unimpaired. 

Heart-block Determined by Emotion. In the case narrated by E. 
Schreiber 2 the first of the attacks of unconsciousness occurred ten days 
after a slight accident to the hand from the blow of a hammer. They 
recurred daily for a while, with a slow pulse rate (18 to 24) during the 
intervals. The patient improved under general treatment and hydro- 
therapy and the pulse rate rose to 40 to 60 per minute, but a relapse 
was occasioned by the excitement of a dispute. The ar-rays showed 
auricular pulsation synchronous with the venous pulse and the ven- 
tricular contraction occurring only with the arterial pulse and no extra- 
systoles. The simultaneous pulsation of the two auricles was demon- 
strated in this case with the help of Minkowski's esophageal method of 
registration of the left auricular beat. 

The Treatment of Bradycardia receives as yet too little of that 
attention now so amply devoted to its pathology. Josu£ 8 gives us some 
practical headings: A hygiene of rest and quietness; a diet of milk, 
with very little meat and avoidance of spices, sauces, fish, shell-fish, 
and fruit; medication for sclerosis and hypertension (KI to diminish 
viscosity, and the nitrites). Chauffard has suggested atropine hypoder- 
mically to paralyze the intracardiac terminals of the vagus. Josu£ would 
inject sparteine sulphate for asystole, and for arhythmia camphorated 
oil or caffeine; but to give digitalis in Adams-Stokes' affection might end 
in disaster. 

Cardiac Therapeutics. Barium Chloride, often proposed as a sub- 
stitute for digitalis, has given satisfaction to Lamela 4 in cases of cardiac 
inadequacy unrelieved by the latter, or unequal to the risk of its cumu- 
lative action. A 1 per cent, solution was used, in doses of three-quarters 
of a dram to one dram. 

Calcium Chloride as a Heart Tonic in Pneumonia. A re- 
course to the remarkable property of the calcium salts, which was demon- 
strated by Ringer of sustaining heart energy, has been tried by Sir Lauder 
Brunton 5 and Sir James Barr. 6 The question put by me, 7 as to the 

1 Deutsch. Arch. f. klin. Med., Band lxxxvii, Heft 4 und 5. 

1 Ibid., Band lxxxix, Heft 1-4. 

8 Quinzaine Therap., January 10; New York Medical Journal, February 16, 1907. 

4 New York Medical Journal, June 23, 1906. 

• British Medical Journal, March, 1907. 

• Ibid. 7 Ibid., April, 1907. 
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action likely to be taken upon the pneumonic process by so direct an 
encouragement to clotting, and as to the advisability of its adminis- 
tration when the object in pneumonia would seem to be to prevent the 
fibrinous solidification of the lung, has remained unanswered. 

Meanwhile an important paper has been contributed by W. Blair 
Bell 1 on "The Part Played by the Calcium Salts in the Blood and 
Tissues," with special reference to their influence in regard to the female 
genital functions, together with a description of a simple method of 
quantitative analysis. The simple method which he describes enables 
him to calculate rapidly in about half an hour even small amounts of 
calcium present in any solution, including the blood itself, by counting 
the proportionate number of oxalate crystals obtained. Led by the 
analogy of the oviducts of birds and by the fact of the absence of menstru- 
ation during pregnancy and lactation, he was able to give confirmatory 
demonstration of his previous inference that the uterus was an actively 
secreting organ (its hypothetical secretion he had previously referred 
to under the name of "uterin"). The fluid which he has now obtained 
from an artificial hydrometra gave an estimate of CaO, 1 in 1350. 

He believes that there are three calcium periods in a physiological 
sense: (1) The period of growth, which requires all the calcium salts 
obtainable for the skeleton." (2) The period of reproduction, when a 
calcium equilibrium as regards growth is reached and an "excretion" 
of the excess occurs. Large quantities of the calcium salts are first 
given up to the fetus and then for the formation of milk, during which 
the menstrual function is in abeyance. The observations seem to show 
that pregnancy is terminated when the fetus ceases to absorb (or receive) 
calcium salts from the mother and a large accumulation occurs in her 
system, bringing about contraction of the uterine muscles. (3) The 
third period is that of late life, when these salts accumulate in the 
tissues, especially in the vessels (and it is interesting to note how rare 
this is in women in middle life), atrophy occurs, and the individual 
gradually declines. 

Apart from these physiological investigations observations are being 
carried out in the following directions: The relation of the calcium 
salts to infective processes (temperatures, opsonic power of the blood, 
and chronic fibrosis from toxemias). The influence of menstruation 
on the opsonic power of the blood from this standpoint. An estimation 
of the lime salts in the blood in bone diseases, such as rickets and osteo- 
malacia. The relation of the calcium salts to the thyroid secretion and 
their bearing on thyroid disease. The significance of the calcium salts 
in neuroses and in such diseases as spasmodic asthma and urticaria; 
the neuroses of women, and the diseases of pregnancy, such as vomiting, 
chorea, eclampsia, and thrombosis, and, lastly, the influence the calcium 
salts may have in the onset of cancer and the cancer period. 

1 British Med. Journal, April 20, 1907. 
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Huchard's Technique with Crystallized Digitaline of the 
French Codex 1 (in addition to the rapidly acting intramuscular injections 
in oil) comprises: (1) For asystole and for renal paralysis the single 
or divided massive dose, viz., 50 drops of the 1 in 1000 solution in one 
or in two administrations. The effects follow in thirty-six to forty-eight 
hours. The treatment may be repeated after six days. (2) For the 
dyspnea of mitral stenosis and in order to lengthen the diastole the small 
or sedative dose 5 to 10 drops of the same solution or a J mg. 
granule daily for three or four days, to be repeated every three or four 
weeks. (3) For tonic purposes the very small cardiotonic dose, which 
may be continued for months with intermissions of one week out of three, 
consists of 3 or 4 drops only or of a granule of 0.1 mg. daily. 

Huchard is convinced that digitaline is the best form of foxglove 
medication, and he entertains strong doubts as to the safety of the much- 
advertised digalene, the digitoxin of Cloetta of which it is compounded 
being an uncertain preparation. Nevertheless, we find that Laumonier 
writes in favorable terms of that drug. 

The Use op Digitalis in Valvular Diseases. E. H. ColbeckV 
conception of the value of digitalis is based upon his belief that it raises 
the cardiac tonus 3 still more than that of the arteries, and in proportion 
to any hypertrophy of the myocardium — provided the latter has remained 
free from degeneration, as may be assumed to be the case in the younger 
subjects. This guides him in the administration of digitalis in aortic 
incompetence. As to the magnitude of the pressure that is exerted by 
the arterial recoil it has been shown in animals that if the aortic valve 
be suddenly rendered incompetent the aortic pressure is sufficient to 
produce aneurysm, or even rupture of the wall of the unprepared heart. 
In the ordinary clinical case the stress is gradual, and the fiber is educated 
to an increased tonus; but when subsequently accidental overstrain 
occurs digitalis should be invaluable for the purpose of restoring the 
vigor of the heart. The simultaneous action of the drug on the right 
side of the heart is not without influence in the restoration of compensa- 
tion. In practice, then, it may be inferred that digitalis should seldom, 
if ever, be given in cases of aortic regurgitation which have developed 
during or after middle life, since the ventricular wall is seldom per- 
fectly sound. 

In Aortic Stenosis digitalis is contra-indicated apart from the occurrence 
of cardiac failure. In this lesion an augmentation of the tonus of the 
heart and peripheral vessels could but increase the work with which the 
left ventricle has to contend. 

1 Bull. gen. de therap., December 30, 1906; New York Medical Journal, February 
16, 1907. 

3 British Medical Journal, December 1, 1906. 
8 Dilatation of the Heart, Lancet, April 9, 1904. 
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In Mitral Incompetence beneficial results are invariably obtained 
from the administration of digitalis. On the left side of the heart a rise 
of cardiac tonus resists the overfilling of the ventricle, which is the initial 
effect of the valvular insufficiency; while subsequent hypertrophy 
maintains the tonus of the ventricle and promotes the expulsion of its 
increased content. On the right side of the heart a rise of tonus and 
consequential hypertrophy enable the right ventricle to cope with the 
increased resistance in the pulmonic circuit, and by maintaining the 
blood pressure in the pulmonary veins and left auricle it resists the 
reflux through the mitral opening and ensures an adequate supply of 
blood to the left side of the heart. A rise of tonus in the arterioles and 
capillaries would no doubt greatly minimize the disturbance in the 
systemic circulation due to this cause, though the increased resistance 
to the discharge of the ventricular contents would augment the reflux 
through the mitral opening. 

In Uncomplicated Mitral Stenosis the supply of blood to the systemic 
circulation tends to become increasingly restricted. A rise in the tonus 
of the left ventricle and peripheral vessels would still further diminish 
the charge of blood delivered to the aorta. No doubt the effect of 
increased cardiac tonus on the right side of the heart would be of benefit 
provided the blood supply to the left ventricle could be thereby aug- 
mented. It may be inferred, therefore, that digitalis can be of no benefit 
to mitral stenosis in the absence of failure of the right ventricle, and in 
this event, so soon as the pulmonary blood pressure has been raised to 
the point at which the maximum charge of blood is delivered to the 
left ventricle, the drug would again act prejudicially. 

Strophanthin Intravenous Injections. Valuable as digalen is, 
Albert Fridenviel 1 cannot compare its efficiency in an emergency with 
that of an intravenous injection of f mg. of strophanthin (Bohringer) in 
f c.c. of water. The effects (fulness of pulse, relief of dyspnea, and 
enormous diuresis, up to 6 liters) begin within three to four minutes and 
last from two to three days. This single injection may suffice to restore 
compensation. There is no great rise in blood pressure, but great increase 
in the size of the pulse wave; steadying of pulse rate is the next event and 
finally diuresis. As the remedy is chemically pure and kept in sterilized 
glass tubes of 1 mg. there is considerable safety in this form of 
treatment. Subcutaneous injections of strophanthin as well as of most 
members of the digitalis group are too painful for practice. 

Heart Massage in Cases of Apparent Sudden Death. This 
subject is brought up to date by T. A. Green, 2 who gives an analysis of 
40 cases in which heart massage was attempted, as well as 2 cases of 
his own. 

1 XXIII Congress d. inn. Med., Munich, April 23-26, 1906; Zentralbl. f. inn, Med,, 
1906, Nr. 20. 
* Lancet, December 22, 1906 
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A child aged nine years survived twenty hours a resuscitation from 
chloroform syncope. In the second case, one of diphtheritic syncope, 
respiration could not be reestablished, though the heart's action was 
restored. Out of the 40 cases analyzed a partial success was gained in 
8, the longest time of survival being twenty-four hours, and the longest 
period of cessation of heart beat prior to massage being forty-five minutes. 

Green believes in better results in the future and has sketched a prac- 
tical method for his next emergency. 

Acapnia in Shock. It appears to Yandell Henderson 1 probable that 
the hyperpnea induced by intense pain and the hyperpnea incident to 
some of the stages of anesthesia, by causing an overventilation of the 
blood, produces a condition of at least partial acapnia, and that acapnia 
is an important factor in the production of shock. Experiments are 
now in progress to determine the value of C0 2 inhalations and of 
intravenous perfusions of saline saturated with C0 2 in shock. 

On the Conditions of the Bloodvessels during Shock. J. D. Malcolm's 
announcement 2 that the arteries in shock were constricted, not relaxed, 
has met with almost uniformly adverse criticism. 'Vhe theory that 
shock is due to exhaustion of the centres in the medulla and coid con- 
trolling the vasomotor mechanism, and that the great fall in blood pressure 
which occurs is due to the relaxation of the bloodvessels throughout the 
body is founded upon carefully ascertained clinical and experimental 
facts, for which we have the recent authority of Crile," Harvey Cushing, 
Mayo, L. Mummery, and others. In the discussion it was pointed out 
by William Stern that arteries might be neither dilated nor contracted, 
but if retracted, as quoted by A. P. Beddard, from elementary physiology 
there was not sufficient blood to fill them, the arterial system having been 
bled into the visceral veins. The paper has done good in eliciting a 
consensus of opinion on the pathology of the condition. 

The Treatment of Shock has undergone a complete change within 
a few years. Tonic medication in its highest expression, "strychnine," 
stands discredited, mainly due to Crile's teachings. Indeed, all medi- 
cation with the exception of morphine seems out of place in an 
exsanguinated and almost arrested circulation. Blood is wanted in the 
vessels; and the supply of artificial serum (to which Dawbarn adds a 
trace of adrenalin chloride) as a substitute is the urgent indication. 

The other indication is local blocking or spinal anesthesia as an 
absolute inhibitor of shock. An editorial in the Therapeutic Gazette, 
1907, p. 249, reviews the question in the clear light of the recent dis- 
cussion in the International Journal of Surgery for February, 1907, and of 
the views of Dawbarn, Wainwright, Gwathmey, Herrick and Hammond, 
and sums up with the practical conclusion: "The blind enthusiasm for 

1 British Medical Journal, December 22, 1906. 

2 Lancet, February 23, 1907. 

6 
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strychnine in the treatment of shock when once developed, an enthusiasm 
which still swells the mortality in many hospitals, is an evidence of the 
power of habit and accepted usage. 

"When shock is incident, mainly or entirely to hemorrhage, the 
intravenous injections have proved their value. A still more serviceable 
procedure, one distinctly live-saving in desperate cases, is that of the 
blood transfusion by suturing an artery of the donor into the vein of the 
donee. This Crile has shown to be perfectly feasible. In the ordinary 
conditions of shock following prolonged operation, Murphy's slow 
rectal injections of normal saline, combined with elevation of the foot 
of the bed, are usually adequate. As a means of determining the onset 
of shock the careful observation of a skilled anesthetist should prove 
adequate for ordinary purposes. It is desirable, however, that this 
should be supplemented by a sphygmomanometer. The Riva-Rocci 
form is so cheap and so readily adjusted that it should form a part of 
every clinical armamentarium." 

More rational tactics in marshalling our remedies for combined action 
are suggested by Loewi. 1 He recommends with much reasonableness 
that we should prepare the attack by digitalis or a preliminary attack 
by diuretin or its equivalents (caffeine or theophylline). The same 
principle is capable of other applications. 

Modern Cardiotherapeutics. For purposes of treatment cardi- 
opathies are divided by F. A. Hoffmann 2 into three groups: the digitalis 
type, the iodine type, the water or hydrotherapy type. The indications 
for these three lines of treatment are given by the evidence as to the 
myocardial condition, and to a large extent by the characters of the 
first and of the second sound. Many cardiopathies, however, will not 
fit into these three groups and for them respiratory and cardiac hygiene 
are of great value. 

The Treatment of Valvular Disease. For the treatment of mitral 
disease the principles that stand out most prominently in HuchardV 
method are: (1) Prolonged continuous rest, (2) intermittent and alter- 
nating medication; (3) solution of digitaline in a large initial (1 in 1000) 
dose (50 minims), the day after a purgative, and decreasing doses for 
three days; (4) theobromine as a diuretic in 10-grain doses morning and 
evening before meals. This may be continued for months. (5) During 
the suspension of the digitaline treatment sparteine or strophanthus may 
be prescribed as placebos. 

Dechloridation in Cardiopathies. An account of WidaFs views 
on this subject is supplied in J. DigneV thesis. In nephritis it is 

1 Wien. klin. Woch., January, 1907. 

2 Berl. klin. Woch., 1906, Nr. 14. 

3 Medical Press and Circular, January 30, 1907. 

4 Paris, G. Steinheil, 1906. 
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the diminished permeability of the kidney which leads to retention and 
to the resulting edema. In cardiac dropsy, on the other hand, it is rather 
the local transudation from venous stasis under the influence of gravity 
which accumulates the chlorides at the periphery, the result being 
almost the same at the end. As a fact, in a series of observations on 30 
cardiopaths (whose "chloride formula," that is, the ratio of the NaCl 
income and output, was determined and showed that, in the absence of 
frequent vomitings or deep sweats the route of excretion is entirely 
renal) definite results could be obtained by withdrawing or increasing 
the NaCl supply. The earliest sign of cardiac weakness may be a dimi- 
nution in the excretion; and with increasing inadequacy this is further 
reduced and ultimately suppressed. But in others there is no delay 
in the appearance of puffiness and of dyspnea. 

On the other hand, it should be borne in mind that salt-free diet is 
not raising for the heart and that tonic cardiac treatment is an essential 
requirement. As regards the chloride percentage in various ailments 
which is tabulated by the author, dechloridation can be more thoroughly 
carried out on a diet of salt-free bread, butter, and meat than on an 
"absolute milk diet." 

Exercises and Massage of the Abdomen. The conclusion arrived at 
by A. ContiV clinical investigation on the pulse and blood pressure after 
abdominal massage with Salaghi's apparatus is decidedly adverse to 
its employment in valvular cardiopathies. He believes that the stimu- 
lation of the vagus and the relaxation of the peripheral arteries to which 
it gives rise are detrimental. 

It is true that venous stasis was benefited, and the pulse was slowed, 
with an increase in the diameter of arteries, as shown by the plethysmo- 
graph. But the respiratory movements were reduced with a tendency 
to irregularity, and to that unevenness which is peculiar to Cheyne-Stokes 
breathing. 

THE ARTERIES. 

The Significance of the Muscular Goat and of its Nerves is discussed by 
P. Grutzner 2 in a suggestive paper which works out the idea supported 
by the researches of Rosenbach and Hasebroek, that the bloodvessels 
are active, probably by peristaltic movements, in keeping the blood 
moving in addition to any collateral influence of attraction exerted by 
the tissues, as shown by Bier's investigations. That the "myarterium" 
is in effect a peripheral heart is suggested by the abundance of its fibers 
wherever there is considerable resistance, as in the smaller arteries, the 
intestinal arteries with their double set of capillaries, the umbilical 

1 Riv. Crit. di Clin. Med., 1906, Nos. 13 and 14. 
1 Deutsch. klin. Arch., Band lxxxviii, Heft 1-4. 
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arteries, etc.; and also by Heidenhain's vasodilating fibers, capable 
of an active diastole, and therefore well fitted to keep up independently 
a current toward the veins. 

These questions, intimately connected with clinical work in relation 

. to blood pressure and to the etiology of "arterial affections," were also 

put forward by me 1 in a plea for greater strictness in our working 

nomenclature, and for a more independent clinical study of vascular 

pathology. 

The Estimation of the Functional Efficiency of Arteries is essential to 
a clinical diagnosis between muscular hypertrophy (or hypermyotrophy) 
.and true arteriosclerosis. Hitherto, we have not had at our disposal 
any clinical test, and we welcome the first step in that direction taken 
by O. Muller. 2 His method utilizes the plethysmograph for the regis- 
tration of the extent and readiness of the arterial contractions and 
relaxations under thermic stimuli. The thinner and less palpable the 
arterial wall, so much the more reactive does it prove to be. This is at 
any rate praiseworthy as a beginning. 

The Artificial Production of Arteriosclerosis was discussed at the Toronto 
Meeting of the British Medical Association, August, 1906. It was intro- 
duced in an elaborate paper by O. Klotz. 3 In the artificial degenerative 
lesions produced by adrenalin chloride, by digitalin, and by barium 
chloride, Klotz finds that the earliest changes are found in the muscular 
fibers of the media. Usually the intima is the seat of secondary prolifera- 
tions. The action of adrenalin upon the vessel wall is not suspended by 
loweringthe blood pressure bymeans of nitroglycerin. The toxin of diph- 
theria has the same effect as adrenalin. Cell proliferation in the intima 
and in the inner layer of the media is also occasioned by typhoid and 
streptococcus infection. He has also been able to identify a special variety 
of arteriosclerosis in which the primary lesion occurs in the intima and 
in the elastic layer of the muscularis. The conclusions should be 
included in this report: 

"(1) The effect of the high-pressure drugs, adrenalin, digitaline, and 
barium chloride, on the arteries is a degenerative one. (2) The muscle 
cells of the media are first attacked, while the elastic fibers of this layer 
are also involved later. (3) At a proper stage of the degeneration a fatty 
change can be demonstrated in the tissues, followed by calcification. 
(4) The middle zone of the media is always involved. (5) Occasionally 
secondary reactions occur in the intima which are of a proliferative 
nature. (6) The effect of adrenalin is not abolished by lowering the 
blood pressure with nitroglycerin. (7) The aneurysms are produced 
as a result of the destruction in the media. (8) These experimental 

1 Edinburgh Medical Journal, September, 1906. 
* Deutsch. med. Woch., 1906, Nr. 38 und 39. 
8 British Medical Journal, December 22, 1905. 
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lesions are in every respect similar to the Moenckeberg type of arterio- 
sclerosis. (9) The effect of diphtheria toxins on the arteries is similar 
to that of the adrenalin series. (10) Typhoid and streptococcus infec- 
tions produce little destruction of tissue cells, but tend to stimulate 
cell proliferation in the intima and inner layer of the media. (11) 
Vessel changes are brought about by these infections which correspond to 
arteriosclerosis. (12) These experiments show that there is definitely 
a form of arteriosclerosis in which, not a preliminary weakening of the 
media, but a primary proliferation of the intima, including the musculo- 
elastic layer, is the prime feature. Undoubtedly the Moenckeberg type 
of medical degeneration is common. But undoubtedly also in syphilitic 
and other cases a secondary and adoptive or compensatory overgrowth 
of the intima is met with." 

Presclerosis. For curative purposes Huchard's suggestive expres- 
sion is a happy one. It will often serve as an encouragement to patient 
and to physician. As a fact Huchard 1 has recognized a group of transient 
hypertensions which are most often associated with a fit of dyspepsia. 
The lesson reads all down the line "hygiene," and, above all, "diet." 

Coronary Sclerosis. H. Brooks' 2 searching inquiry brings out 
the fact that of 1000 consecutive subjects examined after death 270 
presented a sufficient degree of this lesion to have seriously interfered 
with the nutrition of the myocardium and its nerves. His paper also 
discusses the treatment on hygienic, eliminative, and symptomatic lines. 

The Sclerotic Changes in the Radial Artery belong to two 
groups, according to O. HallenbergerV findings in 80 autopsies of sub- 
jects of all ages. During the first three decades of life the intima under- 
goes a progressive thickening by fresh formation of elastic fibers. This 
physiologically thickened membrane may undergo no further change. 
But when arteriosclerosis sets in a considerable amount of connective 
tissue is deposited in the intima, while the elastica intima itself undergoes 
some atrophy. In the media the fibrous and the elastic proliferation 
are moderate and there is no noticeable amount of fatty degeneration. 
The drift of the investigation, which was carried out under Aschoff's 
direction, supported the view that arteriosclerosis is the reaction of an 
arterial wall no longer capable of growth to long-continued overstretching 
rather than an inflammatory process (Koester) or a compensatory 
endocarditis (Thoma). 

Juvenile Atheroma in Myxedema. Haushalter and Jeandelize 4 
have put on record a case of atheromatous affection of the arch of the 
aorta in a girl of thirteen years. The authors conclude that the atheroma 

1 Bull. Acad. meU, lxxi, No. 3. 

3 New York Medical Journal, October 27, 1906. 

* Deutsch. Archiv f. klin. Med., Band lxxxvii, Heft 1 und 2 

4 Soc. de biol., May 4, 1907; Sem. meU, May 8, 1907. 
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of a thyroidism (as for instance, that induced after thyroidectomy) is 
due not to hypertension, but to some toxic influence connected with the 
absence of the secretion. 

The Lesions of Arteriosclerosis are to be found, according to 
W. Ophuls, 1 in all the arterial coats and do not follow any hard and fast 
rule in their chronological order or in their localizations. As a fact he 
is a believer in the unity of the arteriosclerotic process in spite of its 
varying aspects. Thoma had sought to prove that local necrosis of the 
muscularis was the first event; but this is disproved by his own paraffin 
injections under normal pressure of the excised aorta, which do not show 
any lesions underlying the patchy thickenings of the intima. 

The Structural Changes in Arteries in the Course of Acute 
Infective Diseases have already been studied by G. Wiesel in con- 
nection with the typhoid fever; his present paper 2 deals with them 
in other infections. Both elastic fiber and muscular fiber may suffer 
in various districts of the arterial system down to vessels of the size of 
the digital artery; the changes, which at times may be so severe as to 
resemble necrosis, may heal with or without a scar. The aorta, the 
cerebral and the coronary arteries aTe those most affected. He divides 
the types of arteritis into two main groups: 

1. In that special to diphtheria, typhoid, influenza, pneumonia, and 
intoxications with fungi, the elastic fiber is chiefly affected. 

2. In the second belonging to scarlatina, and septic and pyemic 
affections, the muscular fiber is attacked. The lesions differ from those 
of common arteriosclerosis in their originating in the media and spreading 
later to the intima, and resemble more closely those induced by the intra- 
venous administration of poisons such as adrenalin. Juvenile arterio- 
sclerosis probably belongs to the same order and is likely to be due to 
some infective causation. 

Changes in the Coronary Vessels in Acute Infective Affec- 
tions. J. Wiesel 3 and R. Wiesner 4 have each contributed an important 
study. Wiesel has investigated the structure of the small coronary 
arteries, the adventitia of which is very thin and the media scantily sup- 
plied with elastic fibers. The intima is peculiar in presenting at intervals 
in patches local accumulations of elastic fibers (elastic "polsters"). 
At the spot where the left coronary artery bifurcates behind the auricles 
there occurs a reddish-gray mass 1.5 cm. by 3 mm. embedded in epi- 
cardial fat. This body is entirely composed of chromatin cells. 

In acute infections the coronaries suffer earlier than other arteries, 
and their muscularis is attacked first by serous infiltration loosening its 

1 American Journal of the Medical Sciences, June, 1906. 

2 Zeitschrift f. Heilkunde, 1906, Band xxvii, Heft 1. 
8 Wien. klin. Woch., 1906, Nr. 24. 

4 Ibid.; Centralbl. f. med. Wiss., 1907, No. 3. 
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layers. Later the nuclei lose their staining power and finally in the 
worst foci elastic as well as muscular fibers disappear entirely from the 
interstitial groundwork. These sharply defined necrotic foci subse- 
quently develop cicatrices with or without calcification. Corresponding 
with them cell proliferations occur in the intima, visible at an early date 
as slight, yellow, raised patches. He attaches great significance to these 
changes in relation (1) to a future tendency to arteriosclerosis, (2) to 
the liability to sudden death, and (3) to the secondary development of 
general infective endocarditis. 

Wiesner's pathological observations afford confirmation to these 
conclusions, as they describe similar alterations in cases of fresh 
verrucose endocarditis, osteomyelitis, eclampsia, pyemia, and often, 
too, after acquired syphilis. 

The Spirochete Pallida in Aortitis. The importance of the discovery 
of the specific organism of syphilis in the intima of a case of aortitis 
diagnosticated as syphilitic, which is reported by Reuter, 1 has two clinical 
aspects: the encouragement which it gives to any of our efforts at curing 
this form of arterial disease, and the prospect which it opens that by 
timely action we may in the further future succeed in protecting the 
arterial system from an attack by the germs 

Rheumatic Aortitis, brought up by Clifford Allbutt for discussion 
at the May meeting of the Association of Physicians of Great Britain 
and Ireland, deserves the constant attention of pathologists. It is 
most probably exemplified in the early patchy aortic lesions often found 
in children free from the imputation of syphilis, of overwork, overfeeding, 
or wear and tear. 

The Etiology of Aortic Aneurysms is largely syphilitic. Not a few, 
however, have a distinctly traumatic origin, and O. Busse 2 has devoted 
close attention to the study of this group. His own four cases and other 
instances collected from literature show that the effect of sudden and 
violent muscular exertion, or even of moderate strain when the vessel 
is not free from degeneration, may be to overstretch and to rupture the 
intima and the media and to give rise to a dissecting aneurysm. More 
rarely the adventitia also gives way and fatal hemorrhage occurs into 
one of the neighboring cavities. He believes that overexertion plays 
a more important part in the production of aortic disease than has gener- 
ally been supposed. 

William Osier 8 has recently called attention to angina pectoris as a 
premonitory and as an early symptom in some cases of aortic aneurysm. 
This clinical association is correlated with the well-known clinical 
fact of the painful nature of lesions of arteries (embolism, thrombosis, 
and ligation). 

1 Zeitschrift f. Hygiene u. Infekkrank., 1906, 49. 

2 Virchow's Arch., Band clxxxiii, Heft 3. 
8 Medical Chronicle, May, 1906. 
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Broncho-esophageal Fistula due to Aortic Aneurysm. A case 
of this rare condition as a result of aneurysmal pressure upon the trachea 
is reported by A. O. J. Kelly and R. S. Lavenson 1 in a woman aged 
thirty-seven years. Only one other case was found in medical literature, 
that reported by Habershon, 2 of a man, aged twenty-three years, suf- 
fering from traumatic aneurysm of the arch of the aorta, which proved 
fatal by perforation into the pericardium. For a week preceding death 
there was considerable dysphagia. At the necropsy a fistula was found 
in exactly the same position as in the case now recorded. 

The Preventive and Curative Treatment of Aneurysm 
by Subcutaneous Injection of Gelatin Serum. About 1200 
injections have been safely made by Lancereaux 3 and his assistants 
without any resulting tetanus or suppuration. The absorption occurs 
in twenty-four hours. The injection of 200 grams into the gluteal 
region is to be repeated every fifth or sixth day. 

In aneurysm of the first portion of the aorta pain ceases after four or 
five injections. When it can be watched through a perforated sternum 
the aneurysm is found to begin shrinking after ten injections, and to 
become consolidated after thirty to forty — as in the three cases of this 
kind of his own. These results cannot be attributed to any medication 
nor to mere rest in bed. 

Lancereaux 4 concludes that as the blood pressure tends to rise rather 
than fall, and as improvement results even without confinement to bed, 
the beneficial effect must be due to an increase in the coagulability of 
the blood and to local deposit of fibrin. 

Blood Pressure. Felix Klemperer 5 has had the latest say on the pulse- 
pressure question. The measurements introduced by von Basch do 
not give a reliable report as to heart capability, since, as shown by 
Sahli, any C0 2 excess in the blood contracts the bloodvessels and intro- 
duces a fresh quantity. It follows that any heart-testing methods based 
upon artificially induced variations in the pulse pressure (Katzenstein, 
Graupner and Siegel, etc.) are fundamentally wrong, since it is impossible 
to exclude many other physiological influences and, above all, the uncon- 
trollable psychical factor. Riva Rocci's method has given the means 
of watching in the pulse pressure the influence of each cardiac phase; 
and those observations are much facilitated by v. Recklinghausen's 
apparatus with its tonometer registration. The normal "amplitude" 
(i. e.> the difference between systolic pressure or "size of the pulse" 
and diastolic pressure or "tension of the pulse") is 50 to 70 mm. of water. 

1 University of Pennsylvania Medical Bulletin, October, 1906. 

2 Guy's Hospital Reports, 1856, ii, p. 250. 
8 Revue de chirurgie, 1906, No. 8. 

4 Revue de therapie, seventy-third year, No. 13. 

5 Berl. Verein. f. inn. Med., March 25, 1907; Zentralblatt. f. inn. Med., 1907, 
Nr. 16. 
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In aortic regurgitation the amplitude averages 100 to 120 mm., but 
this decreases from an aggravation of the clinical state, whilst the blood 
pressure itself need not fall. Similar amplitudes belong to early stages 
of arteriosclerosis and their decrease likewise indicates deterioration. 
Strassburger and Erlanger have regarded the " amplitude" as an expres- 
sion of the systolic volume, so that, multiplied by the "frequency," it 
would give the "velocity" of the circulation. Of greater practical 
importance in the nervous subject is the "arterial tone." Klemperer 
found that by- increasing the latter by refrigeration he could raise the 
amplitude from 70 to 80 mm. and reversely reduce it to 60 mm. by 
warming. 

The greatest importance attaches to the degree of the diastolic pressure, 
since the same increase will, if the pressure be high, give rise to a 
much greater amplitude, and for this a correction has to be made by 
dividing the amplitude by the maximum or by the minimum pressure. 
Von Recklinghausen's formula is: 

t Systolic volume (Schlag-volum), 
Amplitude - { Coefficient of dilatation (Weitbarkeit). 

The method in question is still inadequate, but it avoids the worst of 
the fallacies introduced by Schemar and worthless tabulations of 
fictitious values. 

Blood Pressure and Cardiac Failure. T. C. Janeway 1 exposes 
some "common misconceptions" in the light of Romberg's 2 experi- 
mental researches and those of Passler. 8 In many animals the reflex 
rise in pressure was lost before there was any actual fall in the mean 
level, which was apparently maintained by increased heart force, in 
spite of vascular dilatation. When complete collapse set in, the blood 
pressure sank rapidly; no reflex rise could be produced even by 
asphyxia, but abdominal massage still caused a prompt elevation, 
showing practically normal reserve force of the heart. 

In infective diseases "in place of 'heart failure'" we must write 
"vasomotor failure or collapse," and drugs are shown to be almost 
powerless against the latter. Janeway thinks that baths are more 
effectual than drugs in keeping up the tone of the vasomotor centre, 
that is, of the great nerve centres, and refers to Philip Brown's recent 
results in the pneumonia of alcoholics. 

Another fault is to overlook the fact that raised tension is often a saving 
compensation which it may be madness to abolish, although it may need 
mitigating by the use of iodides and other vasodilating agents; and above 
all, rest in bed and milk diet. As to the pathology much is to be learned 

1 New York Medical Journal, February 2, 1907. 
1 Archiv f. klin. Med., 1899, lxiv, p. 652. 
9 Ibid., 1903, lxxvii, p. 96. 
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from H. Passler's 1 graduated nephrectomy experiments, in which he 
shows that many years may be spent in comfort and activity with a 
pressure of 200 to 250 mm. But when the left ventricle gives out the 
worst evil is the unreasoning dread of digitalis. The fresh-made in- 
fusion from good English leaves is the urgent indication. 

Spasmodic Hypertension as a Cause for Eclampsia. This is the 
view which reflects some of the conclusions of Romberg and Passler 
and is urged at great length by Vaquez, 2 though he is unable to trace the 
cause of this raised tension, which does not belong to physiological 
pregnancy or parturition. In uremia where similar hypertension and 
cardiovascular results obtain, the vessels give way. This seldom occurs, 
however, in the healthy young subjects of eclampsia. One of Vaquez's 
chief arguments is the sudden and the ephemeral nature of the kidney 
disablement or " eclipse of the kidney," which he traces to the mechanical 
effects of the stormy rise in blood pressure. 

Suprarenal Extract and Blood Pressure in Addison's Disease. 
Otto Griinbaum 8 found some eight years ago that the oral administration 
of suprarenal extract to normal individuals did not cause a rise of blood 
pressure. Since then evidence has accumulated to show that when a 
rise of pressure follows the exhibition of the drug by the mouth it 
indicates suprarenal inadequacy. 

As the chief signs and symptoms of Addison's disease, asthenid and 
pigmentation, may either or both be present in many other diseases, 
practical importance attaches to this fact for the diagnosis of that affec- 
tion, but it may not be limited to that use alone. Griinbaum's special 
method is as follows: The blood pressure is determined accurately, 
and 3-grain doses of suprarenal extract are administered thrice 
daily for three days. Any distinct subsequent rise in blood pressure is 
very suggestive of Addison's disease, provided there is no valvular lesion 
of the heart. In addition it may be possible to decide that the lesion is 
of a bacillary nature by suitable examination of the opsonic index of 
the blood after inoculation with tuberculin. 

The Blood Pressure in the Aged is not, in A. Moutier's experi- 
ence, 4 necessarily very high. He has often found in subjects of seventy 
or even eighty the same degree of pressure as in the average adult; 
seldom more, and sometimes less. This would seem to indicate that 
high pressure, when it does occur in the aged, has the significance of 
disease rather than of mere senility. 

The Control of a Supernormal Arterial Pressure. George 
Oliver's 5 practical paper condenses the clinical conclusions arising 
out of his laborious investigations. Diet, baths, electricity, and drugs 

1 Saml. klin. Vortrage, Nr. 408. 2 Semaine mSdicale, 1907, xxvii, No. 11. 

3 British Medico-Chirurgical Transactions, April 23, 1907. 

4 Compt.-rend. de l'Acad. des sci., tome cxlii, No. 10. 

5 Therapeutical Society, April 16, 1907; Medioal Press and Circular, April 24, 
1907. 
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are the available means for the management of a persistent rise in the 
arterial pressure. As regards diet he attaches value to a non-stimulating 
diet, especially a lactovegetarian and salt-free diet, in the high-pressure 
cases, and to a minimum proportion of calcium salts in drinking water. 
Among the physical agents of treatment he mentions warm massage, 
douchings, saline and carbonic acid baths, D'Arsonvalization, the 
electric light and ozone baths, and warm, equable climates (Jamaica, 
India, and Eygpt). The medicinal measures include evacuant treatment, 
asepsis of the bowels, and depressor remedies to be selected for more 
or less continuous use. Oliver also records his further favorable 
experience with the benzine derivatives. 

In discussing the paper Sir Lauder Brunton recommended absolute 
rest in bed, with quietness of body and mind, a vegetarian diet, and the 
steady use of nitrites. A salt-free diet could not be continued for any 
length of time, as it is so irksome. Salt might be to a considerable extent 
replaced by sugar. The two remedies recommended by Lord Bacon 
for prolongation of life were nitre and bloodletting. The nitre he 
employed probably contained a quantity of nitrites. Bloodletting has 
fallen too much into disuse. He showed von Basch's instrument as 
modified by Potain, and combined with Riva Rocci's armlet. Herbert 
French stated that very high pressure might occur even among those who 
were at the same time vegetarians, non-smokers, and life-long abstainers. 
Oliver agreed that rest in bed would diminish the high blood pressure 
even in the worst cases, but this wap owing to a diminished call upon the 
cardiac end of the circulation. In those obliged to work, the ventricle 
factor could not be diminished, and these patients seldom reacted to 
drugs so long as they remained up and about. He thoroughly approved 
of venesection in such cases. 

The Effect of Amyl Nitrite on Blood Pressure. A. W. Hewlett 1 
does not recognize as the typical action of amyl nitrite a dilatation of the 
peripheral arterifes, causing a fall of pressure, but sees in it an increased 
total ventricular output, occasioning a more rapid flow through the 
dilated vessels. 

The Mutual Influences between the Abdomen and the 
Circulation are experimentally dealt with by Stadler and Hirsch, 2 
with special reference to blood pressure. The rise in arterial pressure 
induced by inflating the bowel per rectum, which Hamburger re- 
gards as due to hindrance to the venous circulation in the abdomen, 
is, they find, simultaneous with the rise of the diaphragm and with the 
impediment this offers to respiration. It is according to them the 
arterial pressure of dyspnea. 

Schmidt's 8 study is purely clinical. He reminds us of the varied diges- 

1 Journal of Medical Research, Boston, December, 1906. 

2 Mitth. a. d. Grenzgeb., Band xv, Heft 3 und 4. 
8 Berliner klin. Wochenschrift, 1906, No. 14. 
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tive disturbances incidental to chronic heart disease. Cardiopaths not 
infrequently and in all sincerity blame their stomachs rather than their 
heart. Gaseous inflation of stomach or intestine is one of the most 
common sources of trouble, and it is favored by the imperfect relief 
of the overcharged venules, which are unable to take up the accumulating 
gases. It is indeed in that way a delicate test for the existence of a 
backward pressure in the venous system. 

An important conclusion which Schmidt draws from his review of 
the cardiac disturbances due to an abdominal origin is that they will 
not occur unless some antecedent organic or functional cardiac weak- 
ness should be present. Some latent cardiac neuroses are thus made 
manifest. At the same time undue irritability of the gastric nervous 
system is usually at work. 

The same idea is voiced by Fritz Schwyzer, 1 who gives under the 
title of "Eructations in Heart Patients" an illustrative case of the rela- 
tion between abdominal arteriosclerosis and fermentation. "There is 
no doubt that arteriosclerotics sometimes become the subjects of aero- 
phagy, especially when they are neurasthenic. They believe that all 
their troubles are due to gases, and so their only relief is in copious eruc- 
tations. They try every means of bringing up the gases even when the 
stomach is empty, and it is only a short and very natural step for them 
to begin to draw in or swallow air. 

The Physiological Side of Hypertension and of Hypotension. 
The folly of overlooking this clinical aspect of the individual blood 
pressure is exposed by H. A. Hare 2 in a paper "on the "Clinical Significance 
of Variations in Blood Pressure," which opens up a variety of suggestive 
considerations. "It is as unwise to give drugs to the patient simply 
because his arterial tension is high or low as it is for the captain to meddle 
with a ship because she does not lie on an even keel." 

In another practical paper 8 Hare takes a comprehensive view of the 
subject of "Vascular Tension in Chronic Illness," and frames clinical 
rules on the principle that if the vessels are properly treated the heart 
in many cases will take care of itself. 

This, in a nutshell, is the science and art of longevity, to the teaching 
of which Sir Lauder Brunton has devoted an important paper. His 
remarks upon the practical importance of a sound lymphatic as well 
as blood circulation within the arterial wall are almost identical with 
my own published a little before. 

Sir James Barr's Toronto address "On the Circulation Viewed from 
the Periphery" is too exhaustive to be done justice in a few lines. 

1 New York Medical Journal, April 5, 1907. 

2 Therapeutic Gazette, 1907, pp. 90-94. 

8 New York Medical Journal, September 15, 1906. 



DERMATOLOGY AND SYPHILIS. 

By WILLIAM S. GOTTHEIL, M.D. 

DERMATOLOGY. 

Derxnatological Axioms. Lists of "don'ts" and axioms for most of 
the specialties have appeared of late years, and Aronstam 1 has recently 
done this service for dermatology. His list is by no means exhaustive, 
many things that deserve a place in it are absent, and some of his axioms 
may be disputed. Yet the list calls attention to certain basic principles 
in dermatotherapeutics that can profitably be recalled to memory. I 
reproduce his list with changes, additions, and omissions of my own: 

1. Use a magnifying glass for examining all skin lesions that are at all 
obscure or doubtful. The burrows of itch insects and the ova of pediculi, 
and above all the nature of the primary lesion of the dermatosis (usually 
best seen in new lesions or at the margins of progressive ones), can only 
be detected by close observation in many cases. 

2. Avoid water in acute inflammatory affections of the skin; even when 
pure it is very irritant. Use water freely in chronic inflammatory and 
non-inflammatory dermatoses. 

3. In many cutaneous affections, especially when chronic, the patient 
should refrain from the use of pork, pickles, porridge, and pastry, the 
four dietetic "p's," as Aronstam calls them, and also from tea and coffee, 
malt and spirituous liquors, and tobacco. In obstinate eczemas and 
psoriases a milk diet, or a purely vegetable diet, often helps treatment 
remarkably. 

4. Do not give arsenic continuously for long periods of time; it may 
produce intense and permanent pigmentation of the skin, and even 
localized cancerous degeneration. In fact, do not give arsenic at all as 
a routine practise in skin diseases. It is useful only in a few of the most 
chronic eczemas, in psoriasis, in lichen planus, and in sarcoma cutis and 
mycosis fungoides. 

5. Chrysarobin, perhaps our most valuable single remedy for ordinary 
psoriasis, varies greatly in efficacy in different specimens. This fact, 
and the circumstance that it is used too weak, accounts for the frequent 
want of success in its employment. A good specimen should be gotten 
by trial, and then used in rapidly increasing strengths (up to 50 per 
cent.) until the desired result is attained. 

1 Medical Monitor, July, 1906. 
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6. In any inflammatory dermatosis in middle-aged or elderly persons, 
especially if eczematous, dennatitic, or furuncular in nature, examine the 
urine for sugar. In fact, a thorough urine examination should be a 
routine practise in every extensive dermatosis. 

7. Dry sulphur is not so good as the sulphur ointments in scabies; 
but dusted in the clothing and bedding it is fairly efficacious, and very 
much more clean and convenient. 

8. Ichthyol is of limited usefulness in dennatotherapeusis, though 
many practitioners use it indiscriminately. It is practically a mild 
sulphur preparation, and is useful in inflammatory skin diseases, and 
possibly in erysipelas. 

Of course, this list of axioms could be extended almost indefinitely. 
On one point I would lay especial stress, experience having taught me 
that it is an almost universal error. Arsenic internally and ichthyol 
externally is not the best treatment for most affections of the skin. On 
the contrary, it is appropriate for but few of them. If he must have two 
standard drugs, the general practitioner had better rely on zinc oxide 
and iron. 

Cancer of the Skin. The importance of this subject and the permanent 
interest taken in it by the profession is shown by the long series of articles 
and of editorial comment upon them that have appeared during the last 
year or two. To consider them all would far exceed my present limits; 
nor, I am sorry to say, would it be justified by the practical results 
attained in recent times by the great and continuous labor expended in 
cancer research. Nevertheless, some advance has been made. Some 
new therapeusis has been proposed and evidence adduced of its useful- 
ness; and the indications and range of efficacy of some of the older 
methods have been made plainer and more precise. It must be well 
understood, of course, that my remarks apply only to cutaneous carci- 
noma, cancer of the glands and the deeper organs of the body belonging 
to another field. 

The dermatologist is in a particularly favorable position for the study 
of carcinomatous degeneration from both a purely scientific and a practi- 
cal therapeutic standpoint. He is able to appreciate beginning changes 
at a time so early and in a stage so little advanced as to offer abundant 
opportunity for study and excellent chances for successful treatment. 
It has been claimed that there are essential differences between cancer of 
the skin and carcinoma of the deeper organs, and to some extent the 
claim is justified. We know of no condition of the internal organs pre- 
cisely similar to the extremely superficial and very slowly growing forms 
of cancer known to us as superficial epithelioma and rodent ulcer. Even 
in these least malignant cases, however, the end result, if left to them- 
selves, is not infrequently the development of deeper seated and more 
rapidly destructive forms of the affection. We recognize cancer of the 
skin at a time when, arising from the deeper epithelia, it would cause 
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no symptoms at all. The patients come under treatment much earlier, 
and the accessibility of the organ affected gives us peculiar advantages 
in its study and treatment. 

In a paper read before the Medical Association of Georgia, Hutchins 1 
calls attention to the lesions predisposing to cancer; a subject of impor- 
tance, since I have not the slightest doubt that the supervention of carcino- 
matous degeneration can be and frequently is prevented by the proper 
early treatment of other lesions. Whatever our theory may be as to the 
precise nature of the carcinomatous process, injuries, mechanical, 
thermic, actinic, chemical, and perhaps locally toxic, undoubtedly play 
a great part in its development. 

Of all the skin lesions that are prone to take on cancerous degener- 
ation the most common are the rough, horny, scale-crusted lesions of 
the face, neck, and hands seen in light-skinned individuals of the red- 
haired type. They are frequently numerous, and may lead to the appear- 
ance of multiple cancerous foci. Almost as common as sites of origin 
are the flat, pigmented excrescences known as senile warts. Persistent 
fissures, as of the lips, as well as scars from burns, caustics, #-ray ulcera- 
tions, boils, carbuncles, and various other injuries are conditions favor- 
able for cancer development. 

Of the true skin diseases lupus erythematosus and lupus vulgaris are 
those most prone to show cancerous changes. Leucoplakia of the 
mucosae, whether syphilitic in origin or not, are well known and 
common precancerous conditions. Tertiary syphilitic ulcerations, espe- 
cially if neglected and irritated, sometimes terminate in the same way. 

In this connection Hyde's researches 2 on the influence of light in the 
production of cancer of the skin are of interest. The reaction of the 
skin to the excessive action of light manifests itself as hyperemia, pig- 
mentation, telangiectasis, atrophy, hyperkeratosis, or cancerosis. In 
some cases these different forms of skin reaction to the same irritant may 
occur in one patient and in regular order of succession. We then have 
the rare disease known as xeroderma pigmentosum, in which there occurs 
in childhood hyperemia followed by pigmentation of the exposed parts 
of the body and later telangiectases, atrophic spots and warts (hyperkera- 
tosis), and finally typical and usually multiple carcinomata. In less 
predisposed skins these degenerative processes usually occur only later 
in life, and are well recognized stages of cancer development. Hyde 
believes, and brings statistical evidence to prove that the pigmentation 
of the skin in the colored races gives them relative immunity to cutaneous 
cancerosis. He believes also that his researches show that these races 
are less subject to cancer of other organs than are the whites, and sug- 
gests that this relative immunity may be due to the protection from the 

1 Journal of the American Medical Association, July 7, 1906. 
* American Journal of the Medical Sciences, January, 1906. 
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actinic rays of light furnished by the pigment in the integument. Hyde's 
paper is suggestive and should be an incentive to further researches in 
this direction. 

At the 1906 meeting of the American Medical Association, Section of 
Pharmacology and Therapeutics, Jacobi 1 again advocated the employ- 
ment of methylene blue or methylthionin hydrochloride, as it is now 
called, in cancer. He limits its use, of course, to advanced cases, chiefly 
such as are unsuited for operative treatment. He has employed it in 
perhaps 150 cases in the last fifteen years; and while he does not claim 
any cures, he believes that the disease has often been held in abeyance 
for a long time, prolonging life in some cases for years. The drug is 
administered in pill form, the dosage being 2 grains daily, gradually 
increased to 6 grains, and often combined with ^ to -fa °f arsenic 
trioxide. He also exposes the general surface of the body to light, the 
patient being directed to spend as much time as possible each day 
undressed in his bed-room or as light a place as is available, believing 
that this helps the action of the drug. For the relief of the dysuria that 
sometimes occurs from the drug he adds an ordinary dose of extract of 
belladonna to the prescription. 

Local treatment is of course the most important point in the treatment 
of skin cancer; and Van Harlingen 2 again advocates the employment 
of caustic potash. The only caustic to be compared to it is in his opinion 
arsenic trioxide, which he claims is more painful. Potash is admittedly an 
effective destructive agent; applied in form of a pointed stick of potassa 
f usa and bored into the affected tissue, or applied to the surface by means 
of a glass rod, it thoroughly liquefies and destroys all the parts reached 
by its action. Dilute acetic acid must be kept ready to limit its action at 
the time of employment. I have gone into this subject thoroughly in 
my recently published book. 3 Caustic potash is to be selected in certain 
cases, as where the patient cannot be kept under observation, and an 
immediate and effective action is required, or where the location of the 
tumor in the immediate vicinity of important organs or absorptive 
mucosae render the use of arsenic inadvisable. But, like all the direct 
chemical and mechanical caustics, it has the fundamental disadvantage 
of not being selective; it destroys healthy and diseased tissues, and com- 
pels the operator to determine for himself the limits of the cancerous area. 
It is not to be compared in efficiency with arsenic trioxide, which I believe 
to be the very best of all such agents, and which I invariably employ in 
all suitable cases; and that is in at least 80 per cent, of all the skin cancers 
that I see. A consideration of the details of this treatment, however, 
would lead me too far; for this the reader is referred to the brochure above 
mentioned. 

1 Journal of the American Medical Association, November 10, 1906. 

2 New England Medical Monthly, January 1, 1907. 

* The Treatment of Skin Cancers, International Journal of Surgery Co., 1907. 
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The x-ray treatment, or Rontgenization as it is now often called, of 
these new-growths still attracts attention; but there has been a noticeable 
change in the general attitude of its advocates. They have become much 
more conservative during the past year. They very generally admit 
its possible dangers, both as regards burns and as regards the possible 
dissemination of disease elements. Thus, Skinner, 1 who has written 
extensively on the subject, says that a large proportion of recurrent new- 
growths do not respond kindly to the treatment; that a competent 
Rontgenotherapeutist only should undertake it; and that it is the pro- 
cedure of election only in superficial malignant lesions affecting the integ- 
ument alone. I would limit it still more. Though an effective thera- 
peutic measure in some cases it is distinctly dangerous, and the public 
are learning that an a>ray burn of any severity is a serious injury. 
At the present moment I am expert for the defense in several damage 
suits, and there are a number of other actions that I know of. Super- 
ficial epitheliomata, rodent ulcers, cases of Paget's disease, etc., so 
situated that they can be treated by other approved and less dangerous 
methods, should not be subjected to the a?-ray. It should be reserved 
for cases in which neither caustics nor the knife can be employed to 
advantage, as on the eyelids. In superficial lesions, on the general skin, 
it is no more in place than in the treatment of ordinary psoriasis or 
eczema. 

The novelty of the year, however, has been the employment of trypsin 
in these conditions. Beard, 2 Lecturer on Comparative Embryology at 
the University of Edinburgh, found, as the result of his studies, that aber- 
rant cells exist in all parts of the living organism; under normal conditions 
they are converted or merged into normal tissues; but under others, as 
yet unknown, they may cause new-growths or cancers. In addition to his 
slightly modified form of Cohnheim's theory, Beard believes that he has 
evidence to show that one of these conditions at least may be the absence 
of some internal substance whose definite function it is to destroy the 
aberrant cells, or to convert them into normal types. In fishes these 
aberrant cells disappear when the pancreatic function is established; 
and hence Beard regards that particular secretion as possibly the one that 
has this office. Beard asserts that he has been able to arrest experimental 
cancer in mice by the administration of trypsin, the proteolytic ferment 
of the pancreas. The cancer cells seemed to disintegrate without the 
normal cells being injured. 

Following up the line of experimentation thus indicated, trypsin has 
been employed in a number of cases of human cancer. It is entirely 
too early to give any definite judgment on the results; but they do not 
seem encouraging. Pusey, 8 out of 7 cases, got some benefit in 1 case; 

1 Journal of American Medical Association, November 10, 1906. 

2 British Medical Journal, January 20, 1906. 

3 Journal of the American Medical Association, June 9, 1906, 
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in the others it did harm, and in spite of all antiseptic precautions, indu- 
rations and abcesses occurred. Campbell 1 reports one case improved. 
Bainbridge's results were indeterminate. So far as I know, the trypsin 
injections have not yet been employed to any great extent in dermal 
cancers, and it is only in very severe cases that cannot well be treated in 
other ways that, at this time, even its trial can be recommended. 

An extended study of the literature of cutaneous cancer, together with 
a not inconsiderable experience in its treatment, leads me to the following 
conclusions: 

1. Internal remedies, thyroid, the sera, trypsin, etc., are useless in 
the treatment of cutaneous carcinomata. 

2. In the great majority of cases they are best treated with caustics 
which give the best results with the least liability to relapse. 

3. Arsenic trioxide is the safest, surest, and best of the caustics at our 
disposal, and seems to have a specific selective action upon the cells of * 
the new-growth. It is the caustic of election. Pyrogallol, the only other 
agent with a selective action, is distinctly inferior to it. 

4. Skin cancers unsuitable for arsenic can be treated with zinc chloride, 
nitric acid, the acid nitrate of mercury, formalin, trichloracetic acid, 
interstitial alcohol infections, the knife, the cautery, the curette, etc. All 
these methods, however, are distinctly inferior to the selective arsenic 
method. 

5. Skin cancers in which no local destructive methods can be employed 
must be treated with the a-ray. The results thus attained are, however, 
necessarily uncertain. 

6. When the mucosae are alone or also affected, caustic potash, chloride 
of zinc, the trichloracetic or the mineral acids must be used. Arsenic 
as an interstitial injection can also be employed. 

7. Whatever treatment is selected, it must be one of. the thorough 
and radical ones. Milder measures, such as the employment of silver 
nitrate, salicylic or lactic acids, are not only useless, but are distinctly 
harmful. 

8. Cutaneous carcinoma, early and vigorously treated by the caustic 
method, is a very manageable disease, and of good prognosis. 

Dermatitis Vegetans. Dermatitis is the term that should be em- 
ployed to designate a deep-seated, non-specific inflammation of the skin, 
and should not be used for inflammatory conditions caused by known 
morbific agents, or superficial catarrhal inflammations which are better 
designated eczema. It is well understood, however, that this classifi- 
cation is a provisional one only. The term eczema itself is the label of 
a symptom complex which probably includes a number of different 
affections indistinguishable from one another in the present state of our 
knowledge. In the same way dermatitis is the designation for a number 

1 Journal of American Medical Association, January 19, 1907. 
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of inflammatory conditions affecting the deeper as well as the more 
superficial layers of the skin which in the future will, we hope, be more 
clearly differentiated from one another. 

In some of the previous reviews attention was called to several varieties 
of dermatitis, exfoliative, bullous, atrophic, etc. In that of 1902 1 der- 
matitis vegetans was considered, in connection with some cases reported 
by Hartzell, Wende, and others. Some of these cases were originally 
eczemas, others were at first vesicular or bullous and regarded as derma- 
titis herpetiformis or pemphigus, etc. Their characteristic feature was 
the occurrence of vegetations, persisting for long periods of time, and 




Fig. 1. — Vegetating dermatitis. Later permanent stage. Fordyce 
and GottheiFs case. 

often so extensive as to entirely obscure the original malady. The con- 
dition has been observed as a sequel to eczema, impetigo contagiosa, 
seborrhea, iodide and bromide eruptions, pemphigus, dermatitis herpeti- 
formis, blastomycosis, chronic ulcerations of syphilitic and cancerous 
nature, etc., and I think is to be regarded as an end condition rather than 
a distinct disease. 

A very marked case of the kind was reported by Fordyce and myself 
recently. 2 The patient was a man, aged forty-two years, admitted to 
the dermatological ward at the City Hospital, in June, 1905. His 
disease had begun with the appearance of crops of vesicobullse on 
various parts of the body, especially on the face, the circumgenital region, 

1 Progressive Medicine, 1902, p. 163. 

2 Journal of Cutaneous Diseases, December, 1906. 
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and the legs and thighs. He had never been entirely free from lesions 
since they first appeared; and had been treated at the Skin and Cancer 
Hospital, where the diagnosis, he said, had been pemphigus vegetans. 
On admission there was a still unhealed #-ray burn over the lower abdo- 
men; there were large, superficial areas of scar tissue on the scalp, face, 
chest, etc. ; the legs, from the knees down, and the upper surfaces of the 
feet, and most of the toes were the seat of an hypertrophic, papillary 
dermatitis. The entire surface of these latter regions were covered 
with reddened, verrucous, protuberant masses of tissue, not especially 
sensitive, with some foul secretion in the interstices of the masses, and 
but little tendency to repair (Fig. 1). 




Fig. 2. — Vegetating dermatitis. Early vesiculobullous eruption. Fordyce 
and GottheiTs case. 

From June 20 to July 15 there was a fresh outbreak of the eruption 
which I had a chance to observe closely, and which entirely confirmed 
the patient's statements. It appeared as groups of large, flat, vesico- 
bullse, many of the individual lesions being circinate, and often becoming 
confluent into larger eroded areas after rupture (Fig. 2). New regions, 
especially that of the upper thighs, were involved; but there were also 
many lesions in the old vegetating tissue on the legs, and isolated ones on 
the head and various other portions of the body. There were abso- 
lutely no general symptoms. By August 1 the new outbreak had ceased, 
and the slow process of repair began. On the older affected areas the 
papillomatous condition had becqme more marked in consequence of 
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the new lesions; the overgrowth was higher, redder, and more tender. 
On the new areas the ruptured confluent bullae had left a dermatitis 
like that from a severe burn* The treatment was essentially local, and 
consisted of wet boric acid, liquor Burrowii dressings, etc. Healing was 
extremely slow. In November of that same year the patient had another 
precisely similar but much less extensive outbreak of bullous lesions. 

In the spring of 1906, when Fordyce came on service, the patient's 
condition was not much changed. The papillary dermatitis showed 
occasional miliary abscesses, and some new pustular lesions appeared 
on the borders of the old areas, becoming the seats of warty outgrowths; 
but there were no extensive acute outbreaks during the author's four 
months' service. In spite of a greatly exaggerated appetite there was 
a steady decrease of weight (from 147 to 115 pounds), and a marked 
decrease in nitrogen elimination; this latter fact is of interest, as similar 
observations have been made in cases of dermatitis herpetiformis by 
Crocker. The local lesions were extremely resistant to treatment. 

The microscopic examination showed marked epidermic hyperplasia, 
and vesicles in its deeper layers which gradually enlarged and extended 
to the surface; the contents of these vesicles were almost entirely eosino- 
philes. The papillae of the corium were hypertrophied ; there were edema, 
a peri-arteritis and endo-arteritis, and dilatation of the lymphatic vessels. 
There were no blastomyces or other peculiar organisms; streptococcus, 
and staphylococcus aureus and albus were found in abundance. The 
blood was sterile. 

The question whether the affection is to be considered an independent 
one, a variety of pemphigus vegetans, or a complication of dermatitis 
herpetiformis, is one that we cannot answer. Personally, having 
observed the acute outbreaks myself, and from the fact that vegetative 
outgrowths occur in so many affections either with or without secondary 
pus infection in isolated cases, I am inclined to regard this case as one of 
dermatitis herpetiformis with a secondary dermatitis vegetans engrafted 
on it. 

Endothelioma of the Skin. This is a common and well-recognized new- 
growth in the pathology of the internal organs, but has rarely been 
found in the skin. This is not because it does not occur, but rather on 
account of the fact that it has usually been wrongly diagnosticated. 
There is no doubt at all that, as Borst 1 points out, many of the so-called 
atypical or mixed new-growths that have been called endothelial carci- 
noma, endothelial sarcoma, angiosarcoma, fibroplastic tumor, lymphatic 
cancroid, etc., have really been endotheliomata. Their differentiation is 
of importance from both a prognostic and a therapeutic point of view; 
for sarcoma and carcinoma are essentially malignant growths, and the 
endotheliomata are comparatively benign. They grow very slowly, 

1 Die Lehre von dem Geschwunylsten, vol. i, p. 295. 
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show no tendency to metastasis or to lymph-gland involvement, and are 
not very prone to relapse in situ after removal. 

Of the few recorded cases those of Hartzell, 1 Kromayer,' and Perthes 8 
are the most recent. Their descriptions vary so much that it is hardly 
possible to give an exact account of the gross appearance of the lesion. 
A slowly growing and sharply limited neoplasm, more or less hard, and 
in a young individual, points to endothelioma. An exact diagnosis, 
however, is only possible with the help of the microscope. 

I have lately 4 recorded a case of the kind, in which the original diag- 
nosis was sarcoma. This, of course, meant a prognosis of the very worst 
kind. The patient was an otherwise healthy woman, aged twenty-seven 
years, sent to me by Dr. Schulhofer, on October 16, 1905. Two years 




Fig. 3. — Endothelioma cutis. Gottheil's case. 



before she had, for the first time, noticed a pea-sized black spot on the 
outer border of her right foot ; it did not trouble her at all and she paid 
no attention to it. During the summer of 1906 she occasionally noticed 
blood on her stocking after walking, and also that the tumor was increas- 
ing in size. Since then it had troubled her somewhat, breaking open 
occasionally and discharging a sanguineous and seropurulent fluid. I 
found, just posterior to the middle of the outer border of the right foot, an 
irregularly circular and coal-black lesion (Fig. 3). The blackness was 
absolute, and had no tinge of brown or blue in it; and the lesion looked 
exactly as if a piece of ebony had been embedded in the skin. The 
infiltration was absolutely sharply limited, as if drawn with a fine pen, 
and there were no macroscopic evidences of inflammation in the sur- 

1 British Journal of Dermatology, October, 1904. 
* Virchow's Archiv, 1895, cxxxix. 

3 Monatshefte f. praktische Dermatologie, 1895, p. 6*58. 

4 Journal of American Medical Association, January 12, 1907. 
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rounding skin. The mass was ^ by \ an inch in size, very slightly ele- 
vated, its surface smooth and covered with unbroken epidermis, save in 
the centre, where there was a small excoriation with two or three minute 
orifices from which a little bloody serum exuded. I could not penetrate 
into these orifices with the finest probes. The entire mass was moder- 
ately hard, and quite insensitive. 

My diagnosis, made with considerable hesitation, was melanotic 
sarcoma, and this was generally concurred in at the Manhattan Derma- 
tological Society, where the patient was shown in November. As it 
was evident that the growth was increasing in size, and there had been a 
smart hemorrhage from it in consequence of an accidental injury, I 
excised it under local beta-eucaine anesthesia. It was necessary to go 
deeply into the subcutaneous tissue of the sole, but the coal-black tumor 
mass was absolutely distinct and circumscribed in the tissues. On bisect- 
ing the excised mass it was evident that the tumor originated in the cutis, 
and extended downward into the subcutis; the epidermis could be seen 
as a fine uncolored line extending over the surface of the infiltration, 




Fig. 4. — Endothelioma cutis. Sketch of the macroscopic appearance of the 
bisected tumor, double life-size. E 0, epidermic orifices; E, epidermis; C, corium; 
S, subcutis. 

except at the two places were there were surface openings.' Fig. 4 is a 
sketch of the bisected mass. Healing took place by granulation in three 
weeks, with an apparently normal scar. 

The microscopic appearances were very characteristic. The new- 
growth was found to be in the corium, extending into the subcutis, and 
involving the epidermis only secondarily. It was composed entirely of 
proliferated and dilated lymphatic vessels stuffed with cells. From the 
transverse subcutaneous lymphatic plexus the large vessels stretched 
upward in clubbed and branching masses, many of which penetrated the 
epidermis up to the corneous layer, and even perforated that at the site 
of the surface openings in the tumor mentioned above (Fig. 5). 

The salient feature, however, of the growth, was the masses of cells 
with which these dilated lymphatics were stuffed (Fig. 6). In some of 
them they had fallen out in manipulation, but in most of them they were 
intact, and evidently formed the essential pathological change. The 
cells were large, polygonal or rounded, and with large prominent nuclei. 
A marked feature was the enormous amount of pigment that they con- 
tained. In some cases this was merely granular, but in most instances 
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Fig. 5. — Endothelioma cutis, showing the endothelial cell proliferations 
branching up from the transverse lymphatic plexus. GottheiFs case. 




Fig. 6. — Endothelioma cutis. Lymphatics plugged with pigmented endo- 
thelial cells. GottheiFs case. 
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it was aggregated into large rounded clumps, which in some places 
so completely filled the cell that both the protoplasm and the nucleus 
were entirely obscured, and the cell was apparently replaced by an irregu- 
lar mass of clumped pigment. Careful examination, however, revealed 
in every case t}ie presence of the well-preserved cell membrane, showing 
that the process was an infiltration and not a true pigmentary degenera- 
tion (Fig. 7). Sections bleached with chlorine, potassium permanganate 
and oxalic acid, etc., revealed the intact though shrivelled endothelial 
cells. The ammonium sulphide method showed the pigment to be true 
melanin, and not of hematogenous origin. 

The pigment was so great in amount and so dark in color that it was 
dark brown even in the very thinnest paraffin sections. 




Fig. 7. — Endothelioma cutis. Pigment infiltration of the endothelial cells. 

GottheiPs case. 

New-growths of this kind would undoubtedly have been formerly 
classed as lymphangiomata. They are tumors composed of proliferated 
lymphatic endothelium, unusual in this case only on account of the exces- 
sive amount of pigment, causing the clinical resemblance to a melanotic 
sarcoma. 

Feigned Eruptions. A number of instances of these very interesting 
skin lesions were noticed in last year's review. 1 The accessibility of the 
integument and its quick response to injury render it a favorite site for 
self-inflicted lesions, so that dermatologists probably see as many of 
them as any one. They vary greatly in appearance, and often simulate 
other dermatoses very greatly. Even when they do not do so, however, 

1 Progressive Medicine, September, 1906, p. 113. 
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error is liable to occur even in skilled hands, and there is more than one 
instance on record where self-inflicted injuries have been recorded as 
rare and unusual dermatoses. Hence, it is useful to note recorded and 
pictured cases. 

H. R. Varney 1 reports three cases of the kind, and calls attention to the 
following points in differential diagnosis when confronted with a skin 
eruption of very unusual or puzzling type: 

1. The presence of a motive. Self-inflicted skin lesions have been 
used as a basis for blackmail or for damage suits, to excite compassion 
or to obtain aid, to get admission into institutions, or in connection with 
delusions of a religious or personal nature. 

2. Occurrence in hysterical females. Probably nine-tenths of all the 
recorded cases have occurred in this class of patients. The skill with 
which they have occasioned the lesions has been so great that in some 
cases it has been almost impossible to detect the fraud. In fact, there are 
on record a number of cases of so-called neurotic pemphigus in which 
dermatological opinion has remained divided as to whether the lesions 
were self-inflicted or not. 

3. The lesions appear suddenly, and in repeated crops of the same 
age. They are all occasioned at the same time; and as the patient in the 
course of time acquires greater aptitude and skill in the use of the agent 
that occasions them, the later crops are apt to appear more suddenly 
and be more marked than the earlier ones. 

4. The outbreaks usually occur at night, or at some time when the 
patient is alone, for obvious reasons. 

5. The lesions are usually on the left side, or chiefly there, if the patient 
is right-handed; they are on parts of the body easy of access; and they 
are almost invariably absent from the small of the back and the inter- 
scapular spaces, which the patient cannot conveniently reach. 

6. Medication has no effect on the recurrence of the lesions. 

7. Occlusion of any skin area, as by a non-removable bandage or a 
plaster cast, effectually prevents the appearance of lesions on that area. 

8. The lesions are either of a common type, such as are produced by 
mechanical or chemical injuries, or they are so mixed and varied that 
they do not resemble any of the ordinary dermatoses. The first is far 
their commoner appearance. 

9. The lesions are usually well distributed over the area involved; 
they are isolated, with healthy skin between them. 

I have enlarged and added to the differential points indicated by 
Varney. His first and second cases were quite alike, both being in 
girls of sixteen years sent to the hospital from the Reform School, though 
from different dormitories. The eruptions recurred at intervals of ten 
to fourteen days; they were alike; and both cases had attacks, both in the 

1 Detroit Medical Journal, May, 1906. 



DERMATOLOGY 



107 



school and in the hospital. The lesions when first seen were always 
fully developed; no beginning ones were ever noticed. They consisted 
of round or oval apparently traumatic lesions, with clean-cut, non- 
inflamed margins, and covered with fresh blood crusts. The new crops 
always appeared on new areas of skin, the older occupied areas being 
avoided; and they always came on at night. These things, and the 
fact that two precisely similar eruptions occurred at the same time in 
two young women in the same institution aroused suspicion. Bandag- 
ing a limb prevented the appearance of lesions. Both patients, when 
admitted to the hospital, were doing embroidery as taught in the school, 
and constantly used manicure scissors in their work. In spite, however, 
of the most careful watch in the hospital, no evidence could be obtained 
directly as to the way in which the injuries were produced. Both patients 
escaped from the hospital on the same night (Fig. 8). 




Fig. 8. — Feigned eruption. Varney's first case. 

Varney's third case was a highly neurotic unmarried female of thirty 
years, whose skin presented a number of large, clean-cut excoriations. 
The patient said that they were preceded by sensations of itching and 
burning, and very quickly assumed the size and shape as shown in Figs. 
9 and 10. No beginning lesions; none on the back, face, or hands. New 
lesions developed every week for eighteen months. She refused to enter 
the hospital, saying that no treatment could cure her trouble. Hence 
the agent she employed was not discovered; but as the lesions were burns 
of the second degree, it was probably some acid cleverly applied. In 
lesions thus occasioned there is usually some evidence of overflow of the 
fluid, as in the case I reported in this review some years ago. 1 

The Hair in Disease. It is well known, of course, that the nutrition 
of the hair follicles suffers with that of the other glandular structures of 

1 Progressive Medicine, September, 1904, p. 119. 
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the body in the course of a large number of acute and chronic general 
diseases. I need only mention the exanthemata, syphilis, scurvy, etc., to 
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Fig. 9. — Feigned eruption. Varney's third case. 




Fig. 10. — Feigned eruption. Varney's third case. 

recall to mind a number of conditions during the course of or after which 
dryness, brittleness, and breaking off of the hair shafts, or falling out of 
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the entire pilous structures are common symptoms. The hair bulbs, 
with the other glandular and non-glandular tissues suffer from imperfect 
or malnutrition; and the hairs themselves are imperfectly developed, 
show marked abnormalities, and are often lost. In almost all cases of 
the kind, however, the changes are merely temporary. With the ces- 
sation of the malady that the patient suffers from and the improvement 
in the processes of nutrition during and after convalescence, the hair 
papillae resume their normal growth, and new hair, often more vigorous 
and abundant than before, is reproduced. The prognosis in these cases 
is almost invariably good. 

It has been reserved for a Japanese investigator, however, to call 
attention to the marked changes in the hair that accompany almost all 
serious illnesses. 1 He was induced to examine the hair in a large number 
of cases by the commonly observed fact that the growth of the nails, both 
in length and in thickness, is markedly affected under such conditions. 
He found in the first place that every general illness diminishes the 
diameter of the hairs. The medullary layer may even be absent; and 
in exceptional cases the hard peripheral envelope also disappears. The 
influence of sickness on the hairs seems to vary in different races and 
individuals; those having thick, dark, coarse hair showing it much more 
plainly than others. In the former class of persons he affirms, it is easy 
by the mere inspection of the hair to know whether the individual in 
question has recently passed through a general illness. The hair is 
distinctly thinner in a part of its shaft; the thinned stretch, of course, 
being that part that was grown during the course of the disease. The 
thinned part of the shaft is directly proportional to the duration of the 
disease; and the observer claims that it can be told from it whether the 
illness has been long or short, and its duration indicated, even to a week. 

There are certain circumstances under which these facts might be 
of importance, as in medicolegal cases, and for questions of identifi- 
cation. We know that the general rate of growth of hair is from 2 to 5 
mm. in ten days after the hair reaches the general level of the skin. The 
lower limit would be the rate on the scalps of adult males, and the upper 
one on the heads of young women; 3 to 4 mm. would be the average. 
It is proper to note, however, that this rate of growth holds only until 
the hair is twelve inches or so in length. After that the rate of growth is 
reduced to one-half that rate or less; and toward the end of the life of the 
hair shaft the rate may be so small as to be almost imperceptible. For 
it must not be forgotten that the hairs in each individual and in every 
location have certain definite life limits, at the end of which growth 
ceases and the pilous structure falls out. 

The Diagnosis and Prognostic Value of Herpes. It is not uncommon to 
confound under this name two affections which I cannot but consider 

1 Pacific Medical Journal, November, 1906. 
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entirely distinct, ordinary herpes simplex and herpes zoster. The skin 
lesions themselves are the same, consisting of clusters of firm vesicles 
on an erythematous base. But in other respects the two affections 
are entirely dissimilar. Herpes simplex occurs as a symptom in many 
febrile and afebrile affections, is markedly prone to recur, is often 
bilateral, and is unaccompanied by pain. Herpes zoster, on the other 
hand, occurs but once in a lifetime, as a rule; second attacks are as 
uncommon as they are in the exanthemata, Head and Campbell having 
found but four recurrences in 400 cases; the element of neuralgic pain is 
very prominent, and it is practically never bilateral. All these considera- 
tions emphasize the difference between the two affections; and it would 
be well if the ordinary dermatological usage in nomenclature were 
followed, the simple form being called herpes, and the other zoster alone, 
thus clearly distinguishing between the two. 

In a recent article Schamberg 1 considers the pathology and the diag- 
nostic and prognostic values of the two affections very fully. He is 
inclined to consider them similar in their anatomical features. There 
have now been a number of careful autopsies made on persons who had 
recently or remotely suffered from zoster; Head and Campbell have 
reported on a series of 19 cases. Inflammatory changes or their 
results were found in the sensory spinal ganglia in all cases, consisting 
of exudation of small, round, deeply staining cells, blood extravasations, 
destruction of ganglion cells and nerve fibers, and inflammation of the 
sheath of the ganglion. The anterior nerve roots were always unaffected. 
In fact, the changes might be considered those of an acute posterior mye- 
litis, analogous to the anterior poliomyelitis occasioning infantile palsy. 
Of the cranial nerves the trifacial is the only one in which zoster occurs, 
and Wyss, Satler, and others have found changes similar to those above 
described in the Gasserian ganglion in these cases. In some of the cases 
of herpes simplex in which careful examinations have been made changes 
like those of zoster have been found in the same ganglion. 

Schamberg calls attention to the definite relation of herpes to the 
infectious diseases, and to the diagnostic value of this fact. In some it 
occurs almost invariably, while in others it is very rare. 

1. Herpes in Croupous Pneumonia. Here it is extremely common, 
most authorities placing its frequency at from 12 to 40 per cent. Kissel 2 
puts it as high as 100 per cent., and Townsend 3 as low as 7 per cent. 

2. Herpes in Cerebrospinal Meningitis. Herpes is the commonest 
cutaneous symptom of the disease, occurring on the average in over 52 
per cent, of the cases. This is a much greater percentage than that of 
the erythematous and petechial eruption that is regarded as characteristic, 

1 Journal of the American Medical Association, March 2, 1907. 

2 Klinik der Brustkrankheiten, Tubingen, vol. i. 

8 Journal of American Medical Association, December 1, 1888. 
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and has given the disease the name of spotted fever. Schamberg regards 
the symptom as very important in this affection; given a patient, he says, 
"suddenly ill with headache, retraction of the head, and herpes, and we 
hatfe a very suggestive picture of an oncoming cerebrospinal meningitis." 

3. Herpes in Malaria. Griesinger, 1 Kelsch and Kiemer, 2 and others 
place its frequency at 30 per cent, in this affection. It is of importance 
in the differential diagnosis from typhoid fever, where it is comparatively 
rare. 

4. Herpes in Influenza. Here there is some difference of opinion. 
Curtin and Watson 8 hold it to be very rare; the German Collective 
Investigation Committee found it in 6 per cent, of the cases; and Scham- 
berg believes it to be common. It probably varies greatly in different 
epidemics. 

5. Herpes in Typhoid Fever. Herpes is here so infrequent that some 
authorities erroneously say that it does not occur at all. Osier, in 1500 
cases, found it in 20, a little more than 1 per cent. Certainly, the symp- 
tom is so uncommon that the development of herpes in a febrile attack 
to some extent contra-indicates the diagnosis of typhoid. In acute tuber- 
culosis and typhus, on the other hand, herpes is by no means so rare. 

6. Herpes in Relapsing Fever. Here herpes is also uncommon. 
Semon 4 in 160 cases saw it only four times. 

7. Herpes in Other Diseases. In smallpox herpes is extremely rare; 
Schamberg has seen but 2 outbreaks in 3000 cases. In scarlet fever and 
diphtheria it is not so rare, but no published figures are available in these 
affections. 

Many observers believe that herpes has a prognostic value in various 
diseases. . Osier is non-committal on the subject; Hebra did not believe 
it to be of any value at all; while Dyce Duckworth and Geissler believe it 
to be of good prognosis, especially in pneumonia. In malaria, Powell 
states that in India the occurrence of herpes always marks the cessation 
of the malarial attacks; this does not coincide with Schamberg's experi- 
ence. In cerebrospinal meningitis also its significance is dubious. 

The relation of herpes to local irritation is well recognized. In the 
genital form it frequently follows gonorrhea and other local affections, 
and, as Fournier, Bergh, and Unna have pointed out, it is much more 
common in prostitutes than in married women. Many cases of facial 
herpes are of similar locally infectious origin. A toxin or poison is 
probably absorbed that has a special affinity for nerve tissue, especially 
for the cells of the sensory ganglia. This toxin may be produced by 
different organisms, just as scarlatiniform rashes are produced by a 
variety of toxins and drugs. Why certain affections are accompanied 

1 Traits des maladies infect., p. 59. 

2 Mannaberg, NothnageFs Spec. Path. u. Ther., 1899, ii, 130. 

3 Climatologist, February, 1892. 

4 Journal of Cutaneous and Venereal Diseases, 1884, p. 146. 
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by herpes and others are not, cannot, in the present state of our knowl- 
edge on the subject, be explained. The nature of the associated toxin 
may have something to do with it; and individual predisposition is 
undoubtedly of importance, since some persons get herpes with the 
slightest gastric disturbance or other indisposition. A picture of a rare 
localization of herpes simplex is appended (Fig. 11). 

Ichthyosis. This subject has not been reviewed here since 1902, when 
I recommended the treatment with sulphur ointment that had given 
Bockhardt good results. Since that time the same writer has reported 
two other cases, and has reaffirmed his belief in the efficacy of the pro- 
cedure. I must refer to the previous review for details. 1 Briefly stated, 




Fig. 11. — Herpes simplex of the palm. Schamberg's case. 

the treatment consists in the persistent use of the ordinary sulphur 
ointment for prolonged periods of time. I noted the practical difficulties 
in carrying out a course of treatment that was very troublesome for 
almost indefinite lengths of time and which would necessarily interfere 
so greatly with the patient's schooling and general life. Jackson, 2 in 
a recent article on the subject, refers to this, stating that when he pro- 
posed the treatment to the mother of one of his ichthyotic patients, the 
plan was declined, with thanks, as the cure was worse than the disease. 
My own experience has been the same. I have not been able to keep 
an ichthyotic patient upon the treatment for any length of time. 

In the article mentioned Jackson recounts the history of a case treated 
in a different way by Stewart, and with results that the author character- 

1 Progressive Medicine, September, 1902, p. 175. 

2 Journal of Cutaneous Diseases, December, 1905, 
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ized as remarkable. And as we are otherwise helpless except for pallia- 
tive measures in the affection, they are worthy of note. 

The patient was a male, aged twenty-six years, whose maternal grand- 
father, mother, and one brother and one sister had also suffered from 
the disease. Besides the general ichthyotic condition of his skin, he had 
many large and small pigmented moles on his body and limbs, a more or 
less eczematous condition around his joints, and a well-marked keratosis 
pilaris. Dr. Stewart considered the hyperpigmentation of the moles, 
as well as the general hyperkeratosis, as due to some functional defect 
of the liver and intestines; he found choletelin constantly in the scales. 
Disturbances of the hemato-intestinal biliary circles, with too little bile 
production, is shown by loss of hair, atrophies, etc. ; conversely, when 
there is too much bile, there is perverted and excessive nutrition, as shown 
by the excessive epidermis production of the ichthyosis, and the excessive 
pigment production in the moles. Ridding the system of the excess of 
bile would prevent excessive action in both directions. To accomplish 
this colonic irrigation and calomel and hyoscyamus in pill form were 
administered on alternate nights, and continued for four weeks. Five 
gallons of water was used for each irrigation; each took four hours and 
was continued until the water came away clear. 

Improvement under the treatment was rapid; at the end of four weeks 
the irrigations were reduced to one a week, followed by a pill on the next 
night. Nearly a year and a half later the patient was again examined 
by Jackson. His skin was almost entirely smooth, a little redder only 
than normal, and with the hair follicles somewhat prominent, as in goose 
flesh. There was no eczema. The freckles and pigmentary moles were 
still present, but the patient was sure that they were not as dark as before. 
Though the preceding winter had been a very severe one, the greatly 
improved condition of the skin had been maintained; while on the other 
hand his ichthyotic brother, who had not had the treatment, was worse 
than he had been. There had been absolutely no local treatment. 

This treatment of large-colon irrigations with calomel is certainly 
worthy of trial. Unfortunately, like the sulphur inunctions, it is trouble- 
some, and patients suffering from the milder forms of the affection will 
probably not submit to it. But bad cases would, I am sure, willingly try 
it. The case of a woman who a few years ago was one of the best-known 
and most fashionable personages in the Parisian demimonde is well 
known. This patient had a very marked ichthyosis; but she took two hot 
baths of two hours' duration daily, and so kept her skin in presentable 
condition. 

Keloid Treatment. In the reviews of 1902, 1903, and 1904 I 1 devoted 
some space to the consideration of the treatment of this condition. 

1 Progressive Medicine, September, 1902, p. 143; September, 1903, p. 177; 
September, 1904, p. 122. 
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Thiosinamine injections, in spite of the authorities that recommended it, 
have now, I think, been generally abandoned as ineffective. Wide 
excision either with or without skin grafting, has proved useless in most 
cases. At one time I thought that there was some hope in the Finsen 
light treatment; but I cannot say that it has been sustained. I am not 
prepared to say that it is quite ineffective; in a few cases I have gotten 
partial results; how permanent I cannot say. It is, however, so expensive 
and so tedious that it is impracticable. In some parts of the world 
patients and physicians may employ a therapeutic procedure that takes 
an hour a day for many months; they will not do so here. 

It cannot be said that anything especially new or promising has been 
proposed during the past few years. Ravogli 1 notes that Laredde does 
indeed recommend ablation, claiming that if healing by first intention is 
obtained it will not relapse; but he guards himself by warning against 
the knife in any case where grave deformity might result if relapse occur- 
red. In Ravogli's case the keloidal masses occupied the backs of both 
shoulders, and were the result of a burn. There was excruciating pain; 
and as no operative procedure was indicated, the following ointment 
spread on muslin was applied : 

1$ — Resorcin 30 grains. 

Acid, salicylic 20 grains. 

Lanolin 1 ounce. 

01. olivae q. s. 

This afforded great relief for three weeks, but after a time the keloidal 
tumors became inflamed and the epidermis became excoriated. The 
ointment was discontinued, and a 5 per cent, boracic acid-starch powder 
was applied. Under this the irritation subsided, the epidermis reformed, 
and the pain disappeared entirely. The keloids had undergone marked 
retrogression, being more than one-third smaller than before. Ravogli 
does not report a cure. 

Lanphear, 2 reporting a keloid of the female breast, advises leaving 
such lesions alone unless we are positive of obtaining primary union. 
He describes his operation in a case of postcarcinomatous keloid, but 
says nothing of the result. 

Drs. De Beurmann, Noire, and Gougerot 3 advocate ablation followed 
by the #-ray, and report 4 cases treated by this method. They claim 
that they have gotten permanent results; that the method is easy and 
quick; and that it should be the method of choice in all these cases. 

Other reports on the use of the arrays in keloid have not been so 
satisfactory. Allen 4 had gotten only improvement with its aid. Other 

1 Journal of the American Medical Association, July 30, 1904. 

2 American Journal of Surgery, June, 1905. 

3 Annales de Dermatologie et de Syphiligraphie, November, 1906. 

4 Radiotherapy and Phototherapy, Lea Brothers and Co., 1904, p. 244. 
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investigators report cures, but only after very prolonged treatment and 
severe dermatites. Thus Pusey's patient required 80 sessions and a 
deep dermatitis resulted. I have had a good deal of experience in the 
treatment of ar-ray burns and their sequelae, and I have no hesitation 
in saying that radiotherapy carried to anything like this extent is abso- 
lutely unjustifiable in any case that does not threaten life itself. The 
sufferer from a severe x-ray burn is very much worse off than he would be 
from almost any possible keloids. The reader is referred to the article 
on X-ray Treatment in Dermatoses for further details on this point. 
I still hold that linear scarification, followed by the inunction of mer- 
curial ointment or the application of mercurial plaster, is as good a 
treatment as we possess in this distressing affection. 

Lichen Planus of the Month. Lichen planus, a common disease of the 
skin, is comparatively rare on the mucosae; under 100 cases having been 
reported up to 1903. Its chief importance in practise lies in the fact 
that it resembles syphilis when found in its commonest location, the 
mouth. And since there occur cases of lichen planus where the lesions 
on the general integument are confined to the palms and soles, the 
favorite seats of the later luetic affections, the possibilities of error are 
manifest. 

Lieberthal 1 in a recent paper calls attention to these facts, in connec- 
tion with the reports of two cases of the kind. The affection, outside 
the skin, is seen most frequently in the mouth, less commonly in the 
rectum and the urethra, and least frequently in the larynx. It may 
occur contemporaneously with lesions of the skin, or precede or follow 
them, or it may occur alone. The lesions are typical in their way, but 
differ greatly from those of the surface of the body. They occur as 
punctate or pinhead-sized elevations, white and glossy, or grayish and 
dull, with a flattened or hemispherical top, and with a sharply limited 
and usually angular base. They often coalesce into larger rounded, 
oval, or irregular patches, in which the individual lesions are no longer 
recognizable. They lose their surface roughness and elevation, and 
become flat, shiny, whitish patches resembling those caused by the 
action of silver nitrate on the mucosa; in which condition they very 
markedly resemble ordinary leucoplakia, and are very liable to be mis- 
taken for syphilitic lesions. In addition to the physical appearances 
above noted, the differential diagnosis is helped by the fact that they are 
painless, while specific lesions usually cause discomfort; that they show 
no tendency to progressive changes, such as ulceration, erosion, or pro- 
liferation, and that they are seated on normal mucous membrane and 
not on reddened, infiltrated areas like the syphilitic lesions. 

Lieberthal's cases are reported in full with the microscopic findings. 
In one of them the lesions were present on the forearm, abdomen, penis, 

1 Journal of American Medical Association, February 16, 1907. 
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scrotum, and the buccal mucosa. In the other they were on the backs of 
the hands, and on the lips and tongue (Fig. 12). 

The usual treatment for these cases is the administration of arsenic, 
the mucous membrane lesions yielding as readily as those of the skin 
to its proper administration. I use this adjective for the reason that, as 
commonly given, it is quite ineffective. I have repeatedly emphasized 
the fact that arsenic, though commonly regarded as a panacea for all 
dermal affections, is useful only in a very few of them, psoriasism, sar- 
coma, and lichen planus being the chief. But it is quite useless, even in 
these affections, to give the patient a prescription for Fowler's solution 
or some arsenical pills, and send him away. The drug must be used in- 
telligently, and that means must be pushed, until a marked effect on the 
disease or the signs of systemic arsenical intoxication are evident. I 
prefer to administer it myself, and by hypodermic; a more intensive effect 
can be gotten in that way, the patient is under constant supervision, and 
the treatment is entirely in the practitioner's hands. It may be given 




Fig. 12. — Lichen planus mucosae. Lieberthal's case. 

by the mouth, however, if it is done rightly. The dose should be rapidly 
run up, increasing it every two or three days at least. I almost invariably 
employ a 1 per cent, solution of sodium arseniate, beginning with 4 or 5 
drops, injecting daily, and increasing 1 to 3 drops in the amount adminis- 
tered each time. I do not know the possible high limit of this medication. 
Toleration is rapidly established, and I go on increasing the dosage until 
results on the disease process are apparent, or the first signs of poisoning 
occur. I have gone as high as 40 drops, nearly \ grain of the arseniate, 
at a dose. Of course the patient must be carefully watched while under- 
going this intensive treatment, and the dose diminished as soon as positive 
therapeutic effect is seen, and stopped at once when symptoms of systemic 
saturation occur. I never continue these large and frequent doses for 
longer than a month or six weeks at a time; for arsenic too long continued 
is liable, though very rarely, to occasion keratoses and even malignant 
degenerations. 
For the local treatment of the planus lesions nothing does so well 
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as the bichloride of mercury. A 1 per cent, alcoholic solution can be 
cautiously applied to the mucosal lesions by the physician every second 
or third day. For the skin lesions Unna's carbolic sublimate ointment 
will give more relief from the pruritus, and cause a quicker involution of 
the papules than any other with which I am acquainted. Its formula is: 

1$ — Hydrarg. chlor. corros 1 part 

Acid, carbolic 20 parts 

Ung. benzoat 500 parts 

Affections of the Nails. Two years ago some space was devoted to this 
subject, more especially to the parasitic diseases of these appendages, 
ring-worm, favus, and pityriasis versicolor. 1 A brief consideration of 
certain other changes in the nails may be useful to complete the subject. 
Some of these are due to disease of the nail bed itself and others are 
purely symptomatic, being the local expression of general nutritive 
changes. 

1 . Eczema of the Nails. Here there may or may not be an eczematous 
condition of the peri-ungual skin, the diagnosis being difficult in the latter 
case especially. Irregularity of the surface of the nail, beginning at its 
root, in the shape of furrowing or the appearance of little indentations, as 
if the nail had been pin-pricked, is characteristic of this affection, specially 
valuable in the differential diagnosis is the fact that the changes begin 
at the root of the nail, at the lunula. 

2. Psoriasis of the Nails. This occurs not infrequently in conjunction 
with psoriasis on other parts of the body, which facilitates the diagnosis, 
but it also occurs alone. The psoriatic efflorescence in the nail bed 
raises the nail, and the accumulation of epidermic scales under it 
causes great thickening, so that at its free edge the nail is apparently 
many times thicker than normal. That there is no real thickening of * 
the nail structure is shown by the fact that in time the nail is loosened 
from its bed, the loosening beginning at the sides or at the free extremity 
of the appendage, and going on until the nail is wholly or in part cast off. 
The surface of the nail is smooth, bright, and entirely unaffected. 

3. Syphilis of the Nails. Perhaps the commonest form of syphilis 
of the nail is the peri-ungual or subungual papule, going on very often 
to breaking down and suppuration, and forming the well-known onychia 
or paronychia syphilitica. But all the other nail affections may be simu- 
lated by syphilis, so that the disease may resemble an eczema, a psoriasis, 
or even a parasitic affection. In many cases the existence of evidences 
of systemic disease elsewhere, either on the general integument or the 
internal organs, microscopic examination of the scales for fungi, and a 
trial of the results from local and general antiluetic treatment, are 
required before a positive diagnosis can be made. 

1 Progressive Medicine, September, 1905, p. 120. 
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4. Pemphigus of the Nails.- The diagnosis presents no difficulties, 
of course, when the case is well developed and there are characteristic 
lesions on the general integument; but the edges of the nails are a favorite 
location for early lesions, as is the buccal mucosa, and they may be for 
a time the only sites affected. The vesicopustules appearing on the 
skin around the nails and partly under these structures, raising the edge 
of the nail from its bed, and leaving a chronic ulceration behind, are, 
however, fairly characteristic. In doubtful cases the advent of lesions 
on other surfaces of the body settles the diagnosis. I have seen a case 
of pemphigus of the nails in which there were lesions in the mouth alone 
for nearly a year, then there appeared lesions around and under the finger 
nails, on which the diagnosis was positively made five months after that 
bullae began to appear on the general integument, and by the end of the 
second year the patient succumbed to the disease. 

5. Nail Changes in Connection with General Diseases. Like the hair, 
the nails suffer characteristic changes in many acute and chronic affec- 
tions of the system. Coincident with the general malnutrition they lose 
their gloss, grow very slowly, and may become brittle and chipped at 
their margins. The nutritive changes, however, are most commonly 
evidenced by the appearance of transverse ridges or furrows, the num- 
ber and depth of which correspond closely to the acuity of the general 
process and the length of time that it lasts. Sometimes the changes 
consist of the appearance of white lines or spots in the lunula, due to 
defective completion of the normal cornification process. 

Treatment of Rhinoscleroma. This subject has not been considered 
in this review since 1901 ; for it is only during the last year or two that 
any advance has been made in our knowledge and treatment of the affec- 
tion. Attention was called to the treatment advocated by Pottgieser 
as being the only one that afforded any hope even of relief in this intract- 
able affection. Level ablation with the knife and cauterization with 
the Paquelin was subsequently employed. The skin over the denuded 
area was said to form rapidly from the remains of the sebaceous glands. 
All observers conclude, however, that cures, or rather partial cures effected 
in this way, are merely temporary. It is absolutely impossible, save in 
the very early stage in which the affection is very rarely brought to our 
. notice, to attempt anything like a radical removal of the growth, and 
regrowth inevitably begins again. As a matter of fact most authorities 
have confined their therapeutic efforts to the relief of the nasal stenosis, 
division of occluding bands in the pharynx, etc., regarding any attempt 
to cure the disease as hopeless. The good results from the injection 
of rhinosclerin that Pawlowsky reported a dozen years ago have not been 
confirmed by subsequent observers. Even as recently as two years ago 
Danziger, 1 reporting on two cases of the disease, confined his treatment 

1 Laryngoscope, December, 1905. 
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to the use of Schroetter's dilating tubes and of tube splints for the relief 
of the nasal stenosis. 

In 1904 Zwillinger 1 reported his successful treatment of a case of 
rhinoscleroma with the #-ray, after eleven applications the tumor of the 
nose had disappeared entirely, though there was no change perceptible 




Fig. 13. — Rhinoscleroma. Ballin's case. 



in the pharyngeal infiltration. In December, 1906, Ballin reported on 
the results of a?-ray treatment of a case to the Section of Laryngology 
and Rhinology of the New York Academy of Medicine. 2 It was one of 
the two patients that Danziger had reported the year before (Figs. 13 
and 14). After considering the symptoms and pathology of the affection 




Fig. 14. — Rhinoscleroma. Ballin's case. 

the author adverts to the incurability of the affection. Even the most 
recent text-books emphasize the failure of all manner of internal and 
external medication. The only treatment used in this case was the ray. 
The tube was well protected, being entirely encapsuled with a layer of 
lead foil covered with one of felt, a two-inch orifice only being left for 
the action of the rays on the diseased part. The exposed surface of the 

1 International Journal of Surgery, May, 1905. 

2 New York Medical Journal, May 16, 1907. 
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tube was placed three or four inches from the nose, and three- to four- 
minute sessions were given three times a week for five months. There 
were occasional slight dennatites, causing suspension of treatment until 
they subsided. The effect was remarkable. The nose was now almost 
of normal size, the redness had disappeared, the tissue had become softer 
and more pliable, and the outline of the nostrils, which was entirely 
obliterated, had again returned. The tumefied masses which protruded 
from the nostrils had retracted entirely, and the ulceration had healed. 
The deformity was extremely slight to external view, but the nasal steno- 
sis was not relieved, and of course the cicatricial tissues in the pharynx 
was unaffected. The author hoped in time to effect a perfect cure. He 
depreciates attempts at surgical treatment in these cases, since growth 
of the tumor was very much more rapid at the various places where 
portions of the tumor were excised for microscopic examination. 

This case is the more deserving of record here since I have felt obliged 
in previous reviews to emphasize the failures of radiotherapy and call 
especial attention to its dangers. I can report also a similar case of 
my own. I have been treating a very bad case of rhinoscleroma with the 
ar-rays for eighteen months past. The sessions have been very irregular 
through the patient's fault, and yet the improvement has been very great 
indeed. The tumor masses projecting from the nostrils have melted 
away, the nose is greatly reduced in size, and the pharyngeal tumor 
masses are represented only by cicatricial bands and adhesions. The 
patient's condition would be very much improved if she consented, which 
she does not, to division of the pharyngeal adhesions. The complete 
nasal occlusion has not been affected, though I have persistently employed 
special tubes that I had made for the treatment of the nasal canals. I 
use the Cornell tube, made of lead glass, with a suitable flint glass fenes- 
trum; and by employing various sizes I have been able to apply the agent 
very accurately to the desired site. It has not been possible, however, 
to treat the patient more than once or twice a week, and that irregularly; 
otherwise, doubtlessly, a more rapid and marked result would have been 
attained. 

The radiotherapeutic treatment of rhinoscleroma well exemplifies 
the limitations within which this therapeutic method should be confined. 
Its dangers are becoming better known as the damage suits against 
physicians for a;-ray burns multiply in number. It should never be 
employed for comparatively trivial affections, or for such for which we 
have other and approved remedial measures. Its place is in the treat- 
ment of serious conditions which resist other medication or are not suited 
to it. Rhinoscleroma is preeminently a disease. We are absolutely 
helpless, save for the arrays, before it; and we are, therefore, justified in 
using it. One other important limitation may be mentioned. The 
tubes should be used only by experts in the method. Many of the bad 
results that occur happen in the hand of operators who use the method 
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only occasionally, and without the special knowledge of its rationale and 
effects. In its present state it is entirely unsuited for general profes- 
sional use. 

SYPHILIS. 

The Cure of Syphilis. No consideration connected with this disease 
is of greater importance than this, and in none, unfortunately, does it 
seem less possible to lay down a definite rule that shall guide the practi- 
tioner. When shall the single syphilitic be permitted to marry? When 
can the married syphilitic resume sexual relations without danger to his 
wife? What are the conditions as to time and treatment under which 
any infected individual may resume his ordinary habits of life and no 
longer regard himself as a menace to those around him? These are 
questions that are liable to confront us in every case, and some answer 
must be given them, for while our responsibility is almost invariably 
relieved by the patient's making his own decision in these matters, it is 
our bounden duty to exercise what control we can over them. 

Unfortunately the recent important discoveries as to the essential 
nature of the specific disease have only served to render our decisions 
more difficult. The detection of the spirocheta in very late lesions has 
shown us how long the organic etiological agent of the disease may linger 
in the tissues. Mucous patches, so characteristic of the early stages of 
invasion, may be late and persistent tertiary symptoms, and we are not 
prepared to say when, if ever, these serious lesions, which are responsible 
for a very large number of contagions, cease to be infectious. There is 
even evidence to show that in exceptional cases the gumma, commonly 
supposed to mark the stage of safety as regards the transmissibility of 
the disease, has been the source of contagion. Williams 1 has collected 
from the literature forty-one cases in which tertiary lesions have trans- 
mitted the disease. He believes that it is uncommon for various reasons. 
In the first place tertiary lesions are much rarer than secondary ones. 
Then their sites are generally not so favorable for the transmission of 
the disease are those of earlier lesions, their gross appearance gives 
warning of danger, and they, as h rule, occur later in life, when the like- 
lihood of infecting others in the usual manner is less. Nevertheless, 
contagion does occur, and this may be found to be the explanation of 
many otherwise mysterious infections. 

Liebermann 2 has lately attempted to throw some light upon this 
subject, and for that purpose has addressed inquiries to a number of 
local authorities. One and all of them admit that at present we have 
absolutely no criterion to determine when a patient is cured as regards 

1 Medical Record, July 14, 1906. 

2 New York State Journal of Medicine, July, 1906. 
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future manifestations of the disease in himself. Probabilities, and no 
definite assurances, are all that can be given to the patient, both as regards 
himself and his surroundings and his offspring. 

Opinions vary greatly as to the manner in which the questions at the 
beginning of this article should be answered. Some authorities refuse 
absolutely to give a certificate of health, no matter what the treatment or 
length of time since infection, others advise that under no circumstances 
should a physician give explicit consent to marriage in a case that has 
once had syphilis. But the majority agree that if certain conditions have 
been fulfilled it is safe to allow marriage. Believing, as I do very posi- 
tively, that syphilis is a curable disease and is not infrequently entirely 
eradicated from the system, I hold with these latter. 

The conditions considered essential before marriage can be consented 
to are determined, of course, by each observer in accordance with his 
own personal experience. All agree that a proper, vigorous, prolonged, 
and systematic treatment for some years, and a varying period of good 
health without specific treatment, are necessary. The tendency of 
recent years on the Continent has been to lengthen both these terms to 
such an extent that five or more years are required to elapse before safety 
can be affirmed. With this my own ideas, elsewhere published at 
length, 1 are at variance. We are confronted with a practical question 
of the very greatest importance, and if our advice is to be of any value 
it be such as the patient can and will follow. The infections, naturally, 
occur most often during the ordinary marriageable years, and it is per- 
fectly useless to tell such a patient that he must not marry for too many 
years, especially if they be years unmarked by any signs of active disease. 
It would be desirable, of course, to lengthen the term as far as possible. 
But patients do as they prefer in matters of this kind, and the cases are 
very rare indeed in which an apparently healthy man will submit to 
more than the very shortest possible restriction of the kind. My own 
opinion is that three years' thorough treatment, followed by one year of 
freedom from symptoms without treatment, is sufficient. Even then, of 
course, I give no guarantee, but say that marriage is reasonably safe. 
Under the circumstances I consider this the best that we can do. Unfor- 
tunately too many patients will not submit to even this short term of 
restriction. 

The Microorganism of Syphilis. The interest excited by the discovery, 
some two years or more ago, of the Spirocheta pallida has not abated in 
medical circles, witness to which are the innumerable articles, reviews, 
and papers and discussions in medical societies of which it has been the 
subject. Last year I said that, while the demonstration of its specific 
nature was still wanting, there could be little doubt that the long sought 
for organic cause of lues had at length been found. That opinion has 

1 Syphilis: Its Diagnosis and Treatment. Chicago, 1901. 
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been only confirmed by the investigations and experiments of the past 
year. 

It is manifestly impossible to consider, even in the very briefest way 
the multitude of investigations that have been recorded. This is evi- 
denced by the fact that in MulzerV collective report of about a year ago, 
in which only the most important articles in continental literature are 
noticed, not less than 103 reports are epitomized. At least as many have 
appeared since that time; so that general results can only be noted here. 

It is now very evident that the numerous failures to find the organism 
in manifestly specific lesions last year were in many cases due solely to 
imperfections of technique. With improved staining methods these 
negative results are becoming less frequent, and we are gradually coming 
to the opinion that they are valueless as evidence in the face of the over- 
whelming positive testimony. It is hardly premature to state that, in 
the light of our present knowledge, negative microscopic findings have 
little or no weight; while positive ones may be unconditionally accepted, 
provided they are in accord with the other evidences of disease. 

This last proviso is of prime importance. Finding the spirocheta in 
the secretion from or the substance of a lesion that is clinically syphilitic 
is additional evidence of its specific nature. Finding it in a doubtful 
lesion is evidence of weight in favor of its being syphilitic. Finding it in 
a lesion not clinically syphilitic means a careful consideration of the 
diagnosis that has been made, but it is of small weight as compared with 
the other evidences as to the nature of the disease. On the other hand, 
not to find the spirocheta is of little value in diagnosis. A number of 
reliable observers have failed to find it in undoubtedly syphilitic lesions, 
though these instances are admittedly becoming fewer, and may possibly, 
as above stated, have been due to the employment of improper methods. 
The fact remains, however, that, in the present state of our knowledge, 
the demonstration of the presence of the microorganism in question has 
a considerable positive, but very little negative value. 

What, then, is the practical value of the discovery of Schaudinn and 
Hoffman at the present time? If I answer comparatively little, it is 
with no intention of belittling what is in all probability one of the most 
momentous discoveries . of modern scientific medicine. For various 
reasons, however, it is still of comparatively small value in actual work. 
The microscopic manipulations require exactitude and a considerable 
familiarity with bacteriological methods. In the great majority of cases 
the clinical evidences of luetic disease are sufficiently plain, and in the 
doubtful minority we possess in properly employed treatment the means 
of obtaining the evidence we require in an expeditious and easy way. 
Summing up the entire matter I should say that the demonstration of 
the spirocheta is a useful diagnostic resource in cases of suspected syphilis 

1 Archiv f. Dermatologie und Syphilis, April, 1906. 
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as positive evidence of the presence of the disease, but that it is at present 
only. of value in skilled hands, and cannot be generally employed by 
practitioners. 

One important point should be mentioned. There is a consensus of 
opinion that the spirocheta is difficult or impossible of demonstration 
after a patient has taken mercury for a length of time. This has been 
clearly shown by Uhle and Mackinney 1 in a recent article. In 24 cases 
of undoubted syphilis these investigators obtained positive findings in 
14; of the 10 negative findings 7 had received vigorous antiluetic treat- 
ment; in 2 out of the 14 positive cases, also, the spirocheta, found at first, 
disappeared after five to nine weeks of mercurial treatment, respectively. 
The time of the disappearance of the spirocheta after the exhibition of 
mercury is unknown. It is quite possible that this fact may be the basis 
for establishing the spirocheta findings as a means of estimating the 
efficacy of treatment, the necessity for its continuance, etc. 

During the past year a number of organisms resembling the specific 
spirocheta have been examined, most of them have been found in non- 
syphilitic lesions, breaking down carcinomata, etc. Most of the investi- 
gators confirm Schaudinn and Hoffman's original statement that while 
these organisms have a general resemblance to the specific pallida they 
are readily differentiated from it morphologically or tinctorially. Most 
of them have been found to be of the refringens variety, coarser and 
thicker than the pallida, with blunt ends, and staining blue with Giemsa. 
Only the pallida has been found in syphilitic lesions, and it has not been 
found in carcinomata and other lesions showing spirocheta. 

A description of the organism will be found in last year's review, 2 and 
also an account of various tissues and organs in which its presence had 
been demonstrated. It will suffice to say here that it has now been 
demonstrated in practically all the lesions and affected organs in ac- 
quired and in the organs and the placenta in hereditary syphilis. I also 
described the Giemsa stain, at that time the commonly accepted one for 
the parasite. It may be useful to here briefly describe the ordinary 
methods of demonstrating the organism, etc. 

Chancres, mucous patches, ulcerating surfaces generally, and condylo- 
mata should be lightly scraped so as -to get a little blood-tinged serum. 
Other skin lesions should be washed with absolute alcohol, a minute 
incision made, and the slide touched to the drop of blood. Blister fluid 
often shows the spirocheta, but only after a number of hours, from which 
Flexner concludes that the microorganisms are not in the lymph spaces; 
this is not a desirable method of testing the body fluids. Enlarged glands 
can be aspirated with a large needle and powerful suction; the small 
fragments of gland tissue thus obtained often contain great numbers of 

1 Journal of the American Medical Association, February 16, 1907. 

2 Progressive Medicine, September, 1906, p. 140. 
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spirocheta. Blood to be examined must be taken carefully to avoid 
contamination with skin lesions, mixed with ten times the amount of 0.3 
per cent, acetic acid, centrifuged, and smears made (several smears 
should always be made) as the organisms are often few and grouped in 
one spot. Unstained material may be examined immediately in salt 
solution, but the pallida is very difficult to see in this way. 

As regards stains Alvarez 1 in a recent article states that he still considers 
the Giemsa the surest and most easily used ; he uses it in a 1 to 15 dilution ; 
the details of the method were given in last year's review. The Hastings 
stain, diluted as for blood films, and used for six to twenty-four hours, 
gives good results, but is not so uniform as the Giemsa. The Goldhorn 
stain acts in a few seconds and gives uniform and beautiful results. 

Macneal has gotten excellent results with the following: 

Methylene violet, crude 0.25 

Methylene blue, pure . 10 

Eosin, yellowish 0.20 

Methyl alcohol 100.00 

The dyes are dissolved in warm alcohol by repeated shaking, and 
allowed to stand for twenty-four hours at room temperature before using. 
The stain is allowed to act from forty-five to sixty seconds, and then 
washed off, in a 1 to 20,000 sodium carbonate solution. The leukocyte 
protoplasm is blue, the nuclei purple, the erythrocytes grayish blue or 
pink according to the amount of washing with water, and the spirocheta 
intensely blue. 

For those without laboratory facilities, however, and for ordinary 
clinical investigation, the stains had better be purchased ready-made. 
The Giemsa, Goldhorn, and Hastings stains can be procured from the 
various microscope houses. 

Multiple and Successive Chancres. The singleness or multiplicity of a 
suspicious lesion is a diagnostic point greatly relied upon by the prac- 
titioner, the accepted teaching being that the initial lesion of syphilis is 
always solitary, while the chancroid is often multiple. There is a certain 
amount of truth in the statement, yet the exceptions to the rule are suffi- 
ciently numerous to render the point of but minor value in making a 
diagnosis. Multiple syphilitic infections are seen with frequency, and 
single chancroidal infections are not uncommon. Yet that the former 
occurrence is still generally regarded as very exceptional is shown by the 
fact that cases of more than one initial lesion are still recorded in the 
special and general journals. 

Taylor 2 states that his experience is that not less than 25 per cent, of 
all cases of syphilitic infection have multiple initial lesions, and that it is 
not uncommon to see from three or four to thirteen or fifteen lesions. 

1 Journal of American Medical Association, June 2, 1907. 

2 Journal of Cutaneous Diseases, September, 1906. 
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Kennedy 1 reports a case in which phimosis prevented examination, and 
dorsal incision revealed the presence of nine typical ulcers. Knowles 2 
had one in which there were two lesions just under the left nipple. 
Heidingsf eld 3 reports a chancre of the right tonsil and of the right side of 
the tongue, together with typical initial lesion of the right labium majus. 
These are a few of the cases of the kind that have been recorded during 
the year; I can add some of my own. Thus a patient presented himself 
with no less than thirteen distinct, small, round erosions forming a com- 
plete ring around the sulcus. They were all typically indurated, and all 
painless; the latter being a point that I consider of great importance in the 
differential diagnosis from chancroid. The prompt appearance of second- 
ary symptoms confirmed the diagnosis, and the history of the patient 
explained the multiplicity of the lesions. He had been a sufferer from 
herpes for years, and, considering these lesions as unimportant, had not 
let them interfere with his pleasures. He had had intercourse in spite of 
a bad attack some weeks ago, and his herpes had been very much irritated 
thereafter, and had been very slow to heal. The initial lesions had 
appeared just where he had had the vesicles. Another man appeared 
with two typical scleroses on the glans, of different sizes, and apparently 
of different ages. I have also seen during the past year a woman with four 
hard chancres, two on each labium majus, and two cases of multiple 
chancres of the lips, one with three and the other with four distinct lesions. 
It is not uncommon to find these multiple initial lesions of different 
sizes and in apparently different stages of their evolution, and sometimes 
the patient's history is perfectly distinct, and puts an interval of time 
varying from a day or two to a week or two between the appearances of 
the lesions. It has been claimed that the supposedly successive appear- 
ance of these chancres are errors of observation; that they developed 
simultaneously and that accidents of location and of care has led to their 
apparently different growths. An a priori conclusion of this kind was 
perhaps necessitated by our older ideas of the nature and course of the 
syphilitic infection; but we need not assume anything of the kind in the 
light of the more recent animal experimentation and laboratory research. 
These have proved fairly conclusively that infection, while very rapid in 
its progress through the tissues, attains its full height but slowly, and 
also that the inoculation protection afforded by the disease runs a similar 
course, and is absolute only during the height of the infection, and not 
during its earlier and later stages. Hence a patient already infected is 
for a time liable to renewed local infection, either from himself or from 
an outside source. Hence also there comes a time when the protective 
influence of the infection begins to fade, and the patient can be re-inocu- 
lated. The time limits of protection at the beginning or the termination 

1 Journal of the American Medical Association, May 5, 1906. 

2 Ibid. • Medical Record, August 12, 1906. 
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of an infection are as yet entirely unknown, but the facts of the gradual 
growth and extinction explain many of the puzzling and exceptional 
cases that have been recorded. The patient with a syphilitic inoculation 
is probably very quickly generally infected, as the generally unsuccessful 
trials of chancre excision would show; but the infection is mild enough 
and local enough to permit the tissues to react characteristically to 
another local auto- or hetero-infection. This explains the appearance 
of multiple lesions undoubtedly successive in age. The protection 
finally becomes complete, and remains so for an indeterminate time; 
but it may in time become so weak that re-inoculation can occur, hence 
the undoubted occurrence of re-inoculation in very exceptional cases. 
Whether the partial immunization after the first inoculation modifies 
the appearance and course of the second chancre and whether the rem- 
nant immunization mitigates or changes the course of a later infection, 
are questions for the future to solve. 

Taylor 1 goes into this question very thoroughly. Sabar^anu, 2 after 
a careful study of the recorded cases of multiple chancre, as well as of 
some cases of his own, concludes as follows: 

1. Successive syphilitic inoculations can occur both before and after 
the appearance of the primary sore. 

2. If there is an interval of more than ten days between the appearance 
of the successive lesions they are probably autogenous in origin; if the 
intervals are less the infection has probably come from outside. 

3. The age of the chancre has no influence on the chances of auto- 
inoculation; it may occur early or late in the course of the primary lesion, 
even after the general adenopathies, skin eruptions, etc., have appeared. 

4. Successive chancres appearing late, as after the occurrence of the 
general symptoms mentioned above, are papular and not so typical as 
the earlier successive ones, which are of the ordinary erosive type. 

Nasal Chancre. When the initial lesion of syphilis is not located on the 
genitals its commonest site is upon the face, the combined statistics of 
Fournier and others, including 1124 extragenital chancres, showed that 
it occurred in that location not less than 849 times. Montgomery 3 
has 58 cases of the kind, 37 of which were upon the face, 11 upon the 
fingers and hands, and 10 upon the trunk. The great majority of these 
cephalic infections, of course, were upon the lips; the nose is one of its 
rarest sites, and, therefore, one in which its presence is most likely to be 
misconstrued. There is no case of nasal chancre in KreftingV and 
Salsetto's 5 201 extragenital cases. Bosworth 6 found 2 cases in 2244 
chancres observed by Bossereau, Clerq, Lefort, Fournier, and Ricord. 

1 Loc. cit. 2 Monatshefte f. praktische Dermatologie, August 1, 1906. 

3 British Journal of Dermatology, July, 1906. 

4 Archiv f. Dermatologie und Syphilis, vol. xxvi, p. 167. 

5 Sifilomi Extragenatali et Epidemie di Sifilide, Turin, 1892. 
• Diseases of the Nose and Throat, 1889. 
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BulkleyV proportion is greater, giving 95 nasal lesions in the 9058 
extragenital infections that he has collected. 

Several cases of the kind have recently been reported here and are 
deserving of record. James T. Campbell records one, situated on the 
inferior turbinated body, though the most frequent location in the nose 
is on the lower anterior part of the septum or on the aire. * Location 
greatly influences the appearance of these lesions. On the septum the 
chancre appears as a flat, reddish, or greenish fungiform mass with an 
indurated margin. The surrounding mucosa is more or less swoUen, 
and from the frequently stenosed nostril there flows a bloody, fetid 
discharge. On the ala the induration is often cartilaginous, and the 
surface of the lesion may be dry. On the inferior turbinated Campbell 
calls attention to the great resemblance of the lesion to a localized influ- 
enza, or a fibrinous or diphtheritic rhinitis. It may also be mistaken 
for an abscess, an injury, a furuncle, an accidental vaccination, or for 
tuberculous ulceration or malignant disease. The existence of an ulcer 
in the nose with a peculiarly hard base, limited in extent, and bleeding 
readily, would soon, however, exclude all but tuberculosis, cancer, and 
syphilis. The tuberculous ulceration, he states, occurs only secondarily 
to a pulmonary deposit, and the discharge shows the characteristic 
bacilli. In cancer the glandular enlargement occurs late and profuse 
attacks of epistaxis are prominent symptoms. The advent of the other 
symptoms of luetic infection renders the diagnosis certain. 

Dr. A. Fanoni 2 records four cases of nasal chancre. In the first case 
the lesion was on the tip of the nose; in the second on the right side of the 
septum; in the third it was upon the left ala; and in the fourth it appeared 
on the inner aspect of the right ala. In all the cases the advent of later 
symptoms and the results of appropriate treatment confirmed the diag- 
nosis. I append a picture of Dr. Fanoni's first case (Fig. 15). 

The method of infection in these cases is of some interest. In perhaps 
the majority of cases perverse sexual habits have nothing to do with it. 
Thus Fanoni mentions a case of Spencer Watson's, in which a syphilitic 
nursling infected her nurse's nose. In one of Founder's cases the sur- 
geon got a nasal infection from the expectoration of a patient with mucous 
patches whose mouth he was cauterizing. Campbell's case was also in 
a physician, who had undoubtedly infected himself while circumcising 
a patient on whose prepuce was a large indurated chancre. Lob 8 in a 
recent paper has collected no less than 71 cases of nasal chancre, and 
finds that infection occurred in the following manner in them: 

1. Carried. by the finger in 13 casefs, 2 of them occurring in physicians 
after vaginal examinations. 

1 Journal of American Medical Association, May 5, 1906. 

2 The Post-Graduate, March, 1907. 

3 Inaugural Dissertation, Wurzburg, 1906. 
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2. Scratching, 10 cases. 

3. Taking care of syphilitic children and playing with them, 7 cases. 

4. Bites on the nose, 6 cases. 

5. Eustachian catheterization and other instrumentation, 3 cases. 

6. Use of infected snuff and other applications, 3 cases. 

7. From the syphilitic mother during parturition, or by mediate con- 
tagion from a syphilitic member of the family in various ways, 10 cases. 

8. Perverse sexual habits. 3 cases. 

9. The remainder were acquired in various innocent ways from blows, 
the use of toilet articles of syphilitics, etc. 




Fig. 15. — Nasal chancre. Fanoni's case. 

Of course the tendency to falsification must be borne in mind in attempt- 
ing to ascertain the mode of infection in these cases. The evidence, 
however, is sufficiently clear to justify the statement made above. 

Syphilis Prophylaxis. It is not my intention under this heading to go 
into the details of the ordinary prophylactic measures, such as cleanliness, 
* the use of antiseptics or mechanical protectives, etc., but rather to note 
a new and readily applicable measure which has lately been highly recom- 
mended by Metschnikoff. 1 The long-continued and very successful 
experimentation that has been carried out in conjunction with Roux by 
this investigator give weight to his opinion; though of course systematic 
trial for long periods and by many men will be the only criterion of its 
efficacy. As is well known, these investigators have done an epoch- 

1 Archiv f. Dermatologie und Syphilis, October, 1906, p. 153. 

9 
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making work in the experimental inoculation of syphilis in apes and other 
animals, as well as in the search for a protective serum and other means 
for the prevention and cure of the disease. They come to the following 
conclusions: 

1. We have as yet no serum that will give complete immunity to syph- 
ilis, the spirocheta having not yet been successfully cultivated. The 
immunity attained with the living virus lasts only a short time, so that 
complete protection can only be attained by inoculations every two or 
three weeks. 

2. After inoculation with the syphilitic virus subsequent thorough 
washing of the site of the inoculation with sublimate solutions of usual 
strengths, does not destroy the virus. 

3. Mercurial ointments, inuncted into the site even as long as eighteen 
hours after the inoculation, are capable of preventing the outbreak of 
the syphilis. 

Eleven separate experiments as to the prophylactic value of the mer- 
curial ointment inunctions were made, and always with the like favorable 
result. The apes to whose inoculations the ointment had been applied 
did not get sick, while control animals without exception developed 
typical initial lesions. Inunction even made as late as eighteen and one- 
half hours after inoculation proved effective. In addition to this, an 
experiment was made on a human being. A young medical student was 
inoculated at his own request with the virus from the chancres of two 
syphilitic men. One hour later the inoculation was rubbed for five 
minutes with a 33 per cent, calomel ointment. The young man, though 
certainly free from any former syphilitic taint, developed no primary lesion. 

The authors, therefore, advise that after every suspicious coitus a 
mercurial ointment, and preferably the non-irritant calomel or white 
precipitate salve, be inuncted into the exposed parts for four or five 
minutes. 

If these findings are confirmed by future investigators a very enticing 
and promising looking field in the prophylaxis of the luetic infection will 
be opened up. The experience of centuries demonstrates beyond per- 
adventure that mercury is directly antagonistic to and destructive of the 
syphilitic virus, whether applied to that virus in the blood and tissue 
fluids by internal administration, or placed in contact with it by external 
application to a luetic lesion. And the most recent spirocheta investi- 
gations have shown that the parasite is found with difficulty, or not at 
all, in lesions where it is otherwise plainly demonstrable, if the patient 
has been subject to a certain amount of mercurial medication. All the 
facts tend to show the existence of mercury and its salts of either a directly 
destructive or at all events a deleterious and inhibitive effect upon the 
syphilitic virus. And it may well be that in the local application of 
mercury in proper form to the tissue in which the microorganism has been 
recently implanted may suffice to destroy it. 
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I have in the past advocated excision of the lesion in cases where it was 
seen sufficiently early and where it was located favorably for the pro- 
cedure. I have done this with full knowledge of the classical experiments 
in that direction, which showed it to be a failure. There has always 
seemed to be one grave possible source of error in most of such obser- 
vations. The essential facts of the infective coitus are matters of state- 
ment on the part of the patient, and can never be relied upon as abso- 
lutely free from error or misrepresentation. On the other hand there 
are records showing a possible or probable escape from systemic infection 
after the excision. It is impossible to presuppose an immediate growth 
and propagation of the virus from its site of inoculation. Some time 
certainly is required, and if, in the absence of definite information as to 
the rate of growth and extension of the spirocheta, argument from analogy 
is allowable, that time is measured by hours and possibly by days, and 
it is merely a question of destroying or extirpating the site of inoculation 
early enough to obtain positive protection. 

If these arguments apply at all to procedures that are destructive, 
and require the aid of the physician, they are much more cogent as 
regards one that is entirely harmless and can be readily and quickly 
employed by the patient himself. It is quite impossible, of course, to 
say as yet whether subsequent investigations will confirm the observa- 
tions of Metschnikoff and Roux, and whether the results obtained in the 
laboratory will be repeated in human infections. But the authority of 
the observations is of the best, and an attempt to get the same results 
clinically can do no possible harm. 

I should advise, therefore, that a trial be made of the inunctions in 
any patient presenting himself with a fissure or erosion gotten in sus- 
picious intercourse, and even that patients be advised of the possible 
efficacy of this procedure used at once by themselves. Of course the 
earlier it is used after the infliction of the injury, the greater the chance of 
its being efficacious. And even in patients coming with developed lesions 
the inunctions might be tried in the place of the ordinary applications 
in cases where there is little or no erosion or superficial soreness, and 
especially where the inguinal adenopathy has not yet appeared. 

A 10 per cent, calomel ointment, or the official white precipitate oint- 
ment, is probably the best to use for the purpose. Where conditions 
permit, however, I see no objection to the use of mercurial ointment 
thinned with lanolin and oil. Possibly also the oleate of mercury, 10 
to 20 per cent, in oil, or one of the organic mercurial combinations in 
a similar menstruum, may be employed. 



OBSTETEICS. 

By EDWARD P. DAVIS, M.D. 
PREGNANCY. 

Early Pregnancy. The diagnosis of early pregnancy must always 
remain a subject of interest because of the difficulties sometimes expe- 
rienced in accurately recognizing beginning gestation. 

In a paper read before the Philadelphia Obstetrical Society early in 
the present year, MacDonald drew attention to what he considers a 
hitherto undescribed sign of early pregnancy. This consists in the 
elastic condition of the lower uterine segment, and can be recognized 
by experienced examiners before the body of the uterus has become 
sufficiently enlarged to give Hegar's sign of pregnancy. It is to be 
appreciated by passing the fingers along the cervix from below upward, 
sometimes with bimanual examination through the vagina and rectum. 
The tissues just above the internal os are felt to yield readily to pressure, 
although the contour of the uterus is but little altered. This can be 
appreciated when pregnancy has advanced but a few weeks. 

In the discussion of this paper the fact was brought out that this had 
been observed by others, but had not been specifically described. The 
diagnosis of early pregnancy is of sufficient importance to justify us in 
reviewing what is at present held as reliable knowledge upon this point. 

It is agreed that the symptoms of early pregnancy are unreliable and 
often misleading. Any and all of them can be simulated completely. 
Early pregnancy can only be accurately diagnosticated, when intra- 
uterine, by the recognition of essential changes in the shape, size, and 
consistence of the uterus. Softening of the cervix is a valuable sign, 
but in multipara where the cervix has become hardened and infiltrated 
by the deposit of connective tissue in succeeding pregnancies, and after 
laceration, softening of the cervix may be present to so slight a degree 
as to be practically unrecognizable. When pregnancy is intra-uterine 
in a normal womb, it can be accurately recognized when the body of the 
womb can be demonstrated to be enlarged in a globular and symmetrical 
manner. Unilateral enlargement of the womb is present in early preg- 
nancy, but it is sometimes difficult to differentiate this distinctly from a 
small fibroid tumor. The presence of the lower uterine segment is best 
appreciated by making pressure above the internal os, and by the 
contrast afforded between the globular projecting body of the womb 
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above, and the comparatively small cervix below. When with a soft 
cervix the lower uterine segment is plainly present, and the body of the 
uterus symmetrically enlarged in a globular manner, the majority of 
obstetricians with experience are willing to assert that pregnancy is 
present. 

The conditions which help considerably in arriving at a diagnosis of 
pregnancy are a discoloration in the vagina and about the genital tract, 
increased circulation in the genital tract, changes in the breasts in primi- 
pare, changes in the thyroid gland, and alterations in the blood. 

As regards the color changes, it has been observed that they are 
often most pronounced over a comparatively small area of the anterior 
vaginal wall beneath the urethra. Evidences of alteration in the circu- 
lation of the genital tract are detected by beating of the vaginal arteries, 
and the evidently increased temperature, appreciated by the examining 
finger. 

Changes in the breasts may be so slight in multipara as to give no 
indication of early pregnancy; but in primiparse they are usually of 
considerable moment. The formation of the areola, changes in pig- 
mentation, increase in size, increase in sensibility, and the presence of 
secretion and uniform enlargement, with slight hardness, are signs of 
value. The observer must not be deceived by the enlargement and 
hardening of the lobes of the breast, for this happens with some patients 
before or during menstruation. The enlargement of pregnancy is sym- 
metrical, and the hardening is usually diffuse. 

The thyroid gland is often slightly enlarged in normal pregnancy, 
and offers considerable contrast to pseudocyesis, where the symptoms 
of pregnancy may be exactly simulated, but the patient may be more or 
less myxedematous. 

In early pregnancy a moderate leukocytosis is so frequently found 
that in the absence of any other reasonable cause its presence assists in 
the diagnosis of this condition. 

Where a positive opinion is demanded, placing the physician under 
peculiar responsibility, an examination under ether is frequently neces- 
sary and justifiable. Under even the most favorable circumstances 
cases are occasionally seen where a positive diagnosis of early pregnancy 
cannot be made from a single examination. Under these circumstances 
the physician must examine the patient at regular intervals to detect 
the presence or absence of progressive growth in the uterus. When the 
presence of a living fetus can be demonstrated by movements and heart 
sounds the diagnosis of pregnancy becomes assured. 

The Physiology of Reproduction. Marshall 1 and Jolly contribute an 
interesting paper concerning the analogies between menstruation in the 
higher mammals and in the human subject. They find that in inam- 

1 The Philosophical Transactions of the Royal Society of London, vol. xcviii, p. 99. 
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mals, climatic conditions, and other surroundings materially influence 
ovulation and menstruation, a fact which has been repeatedly observed 
in human beings. In animals there is preceding menstruation, a marked 
loss in the superficial epithelium, and considerable leukocytosis. In 
animals, as in woman, the formation of ova usually occurs during the time 
of menstruation, but this is not invariably the case, for some animals 
fo:nn ova at other than the time of the period of heat. Studies in animals 
do not entirely support the view that menstruation depends upon the 
formation of ova. 

By experiments in injecting the extract of ovaries, and by grafting 
ovaries, knowledge was gained concerning the internal secretion of the 
ovary. It was possible to produce the phenomenon of menstruation in 
castrated animals by grafting ovarian tissue. Examination of this 
grafted tissue showed the formation of fibroid tissue in the stroma with 
degenerative changes in the ova. 

Pregnant animals were experimented upon by removing the ovaries to 
determine the effects upon the pregnancy. When this interference was 
practised prior to the middle of gestation, pregnancy was interrupted 
or the ovum became blighted. When the operation was done later, 
gestation proceeded. It is believed that where abortion occurred the 
removal of the corpus luteum was the active factor instead of extirpation 
of the ovary. 

It is also believed that at varying periods the secretion of the ovary 
exerts its influence in producing ovulation and menstruation. The 
character and quantity of food taken, the temperature, moisture, and 
general surroundings all influence this process. So far as the selection 
of glands for the preparation of extracts is concerned, those should be 
chosen which are actively performing their functions. During the inert 
period the ovary furnishes comparatively little secretion, and would, 
therefore, be of little value. 

The Metabolism of Pregnancy: The Blood. Given 1 reviews previous 
observations upon this subject, and calls attention to the fact that 
leukocytosis was frequently increased during pregnancy, and that the 
beginning of labor was usually marked by pronounced leukocytosis. 
The polymorphonuclear cells were those producing leukocytosis. In 
the first week after labor this condition usually disappeared. 

Given's results were obtained from examining the blood regularly 
in 12 consecutive cases during pregnancy and the puerperal period. 
He began his examinations at the latter part of gestation. A further 
test was made within twenty-four hours of delivery, and for two or 
three days afterward, until after the second week. In the differential 
count of white cells 200 were consecutively studied. 

The red cells were few in number at the end of gestation and slightly 

1 Journal of Obstetrics and Gynecology of the British Empire, 1906, No. 4. 



136 OBSTETRICS 

diminished so soon as labor was over, then they steadily increased to 
the normal point. The average count of leukocytes was 10,500 before 
labor, and immediately after delivery it reached 15,750; then fell to 
7250 on the twelf th'day. 

The polymorphonuclear cells averaged 65 per cent, before labor, after- 
ward rising to 80 per cent., falling to 35 per cent, on the eighteenth 
day. Before labor the leukocytes averaged 28 per cent., falling imme- 
diately afterward, then rising to 44 per cent, on the seventeenth day. 
The mononuclear cells and the eosinophiles changed but little. 

It was thought that lactation, which is commonly established by the 
fifth day, caused the slight increase in leukocytes and lymphocytes 
which occurred at that time. 

The highest total leukocyte count in any case was 21,800. The 
temperature rose to 99.5°, with a quick pulse for twenty-four hours. 
The lowest leukocyte count was 10,180, the child having died three days 
previously, and the mother being toxemic. Leukocytosis was more 
pronounced in multipara than in primiparee. The lymphocytes increased 
when the patients began to get up and move about. Where the children 
were stillborn the leukocyte counts were low; where there was toxemia, 
the leukocytosis during labor was decreased. 

It could not be observed that chloroform inhaled during labor had 
any effect upon the blood. Ergot and quinine were occasionally 
used* and the eosinophiles rose in one of these cases to 12 per cent. 
Castor oil and licorice powder did not affect the blood. It seems prob- 
able that the contraction of the uterine muscle affects the red marrow, 
producing a polymorphonuclear leukocytosis. A marked increase in 
the actual and relative numbers of the leukocytes was observed about 
the end of the first week of the puerperal period. This continued to the 
beginning of the third week, the average being 46 per cent, soon after 
the second week. The highest count was 58 per cent, on the nineteenth 
day, when the patient had been out of bed for two days. 

Where the children were stillborn, or the mother was anemic and 
greatly debilitated, the lymphocytes were very low. We may infer 
from these observations that during the puerperal period an increase 
of lymphocytes is a favorable sign. This apparently results from 
activity of the lymphatic glands, and must be dependent upon uterine 
involution, which throws a considerable quantity of waste material into 
the circulation. The more marked the leukocytosis, the author believes, 
the more rapid is the process of involution. 

An interesting case throwing some light upon the condition of the 
blood in pregnancy is reported by Schauta. 1 The patient was two 
months advanced in pregnancy and had a tumor close to the uterus. As 
the womb grew, the tumor could be recognized as distinct, and was 

1 Zentralbl. f. Gynakologie, 1906, Nr. 25. 
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removed by section at about the fourth month. The abdomen was 
opened by a transverse suprapubic incision, and the tumor proved to be 
an enlarged spleen. An excellent recovery followed. 

Just before operation the blood contained 5,350,000 red and 28,000 
white cells. The white cells fell to 16,600 during the eight days follow- 
ing; the red cells were very little changed. The red cells were 3,860,000 
and the white cells 14,900, three months after the operation. 

The Urine in Normal Pregnancy. Mathews 1 examined the urine of 
100 pregnant women between the fourth and eighth months of gesta- 
tion. The specific gravity varied from 1006 to 1018. This is below the 
average, the diminution beginning about the third month. The nitrog- 
enous excretion was also lessened. The urine of 100 women was 
examined in the last month of gestation, and the average quantity of 
urea found to be 250 grains. As low as 200 grains was not uncommon, 
and in 2 cases but 75 grains of urea were excreted daily, the patient being 
upon a restricted diet. It was thought that the quantity of urine was 
slightly increased. 

I once selected a group of pregnant patients in a hospital, and had 
the quantity of urine carefully measured. These patients were upon a 
general diet and were in apparently good health. The average quantity 
in 100 examinations was found, in twenty-four hours to be 59 ounces. 
While great variations existed, this average may possibly be of service 
in studying a given case. 

In Mathew's series of cases, the nitrogenous partition of the urine 
does not seem to have been carried out. This might have explained 
to some extent the diminished excretion of urea. In my experience, 
the urea diminishes most at about the seventh month, and thence 
increases steadily but slowly in healthy women until labor develops. 
It is often possible to predict within a short time the coming of labor 
by the marked increase in the quantity of urea excreted. 

The urine of normal pregnancy cannot be critically studied without 
control experiments upon animals. It has been abundantly shown 
that poisonous alkaloids capable of causing convulsions and death in 
animals are present in the urine of normal persons in the pregnant and 
non-pregnant condition. When, however, those are lessened in quantity 
with the urea, or are almost absent, it is an unfavorable symptom, and 
one which suggests a beginning toxemia. 

The Function of the Kidney in Pregnancy. In an extensive 
paper Buttner 2 concludes that during pregnancy there is a pronounced 
renal insufficiency. By cryoscopy the urine is shown to be characteristic 
of an engorged kidney. He does not believe, however, that this condition 
is actually present in the kidney during pregnancy, but on the contrary 
believes that the renal circulation is poor at this time. This sometimes 

1 American Journal of the Medical Sciences, June, 1906. 

2 Archiv f. Gynakologie, 1906, Band lxxix, Heft 2. 
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results in edema, and in some cases in injury to the epithelium of the 
kidney. The secretions of the body, as a result of this during pregnancy, 
have a low specific gravity. Biittner considers that the kidney has an 
important function in determining the process of osmosis. 

When this passes beyond the limits of tolerance a decided kidney 
failure occurs, with a marked increase in the molecular concentration 
of the blood. 

Pyelitis and Pyelonephritis in Pregnancy, In view of the 
overburdened condition of the kidneys in pregnancy, the occurrence of 
infection in the pelvis and parenchyma of the kidney is of unusual 
interest and importance. 

A case of pyelonephritis complicating gestation is reported by Milli- 
gan. 1 The patient was a multipara who had given birth to her second 
child three weeks before admission to the hospital. Six weeks before 
labor she had vague pains in the left loin, extending over the abdomen 
and back. The urine was concentrated, with an offensive odor. She 
had fever, but went to full term with normal labor. On admission to 
the hospital her temperature was 101°; there was a very large fixed 
swelling in the region of the left kidney, with indistinct, deep fluctuation. 
The urine was acid; specific gravity 1015, with a large quantity of pus. 
The pelvic organs were normal. 

An incision was made behind the peritoneum and a large quantity 
of pus evacuated from the pelvis and ureter of the left kidney; there 
was no calculus or cheesy material present. The kidney was somewhat 
damaged and was drained, the patient gradually recovering. 

She afterward gave birth to another child without complication. 

Milligan reviews the literature of the subject, and finds that most 
authors believe that the ureter becomes partially occluded by compression 
or kinking. If the fetus caused pressure, pyelonephritis should be most 
common during the last months of pregnancy. It is not, however, for 
symptoms usually develop about the middle of gestation. The occur- 
rence of infection can readily be explained by the frequent presence of 
bacteria in the urethra. 

Jeanin and Cathala 2 and Gueniot 8 report cases of pyelonephritis 
complicating pregnancy. One of these was double, ending fatally, 
with symptoms so obscure that the diagnosis was not made until autopsy. 
The urine contained no albumin and no pus. A pure culture of the colon 
bacillus was demonstrated in the kidneys. The patient had been con- 
stipated for fifteen days before admission. 

The other two cases reported were early in pregnancy, and the patients 
complained of pain and sometimes of threatened abortion. On close 
examination, however, the pain was in the lumbar region and was con- 

1 Journal of Obstetrics and Gynecology of the British Empire, February, 1906. 

2 Bulletin de la Soc. d'Obstet. de Paris, June. 1905. 
8 Ibid., July 1905. 
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tinuous and not intermittent, and examination of the urine established 
the diagnosis. 

Zichel 1 reports a case of pyelonephritis in a multipara, eight months 
pregnant. The patient had an infected eye from staphylococci and 
streptococci. She suddenly developed chills and fever, followed by 
the spontaneous birth of a living child, without infection of the pelvic 
viscera. Pus was abundantly present in the acid urine, and in addition 
epithelia and casts. As the patient was emaciated, the right kidney could 
be palpated, displaced downward, and enlarged. The patient was 
treated by urotropin and milk diet and made a good recovery. 

Smith 2 reports 3 cases in which pyelitis complicated pregnancy. 
In 2 the Bacillus coli communis was found in the urine in pure culture; 
1 had premature labor; 1 had spontaneous labor at term, with a living 
child; and the third recovered from the condition and left the hospital 
before confinement. Smith collected 18 cases, 1 of whom died. In 11, 
pregnancy was not effected; in 1 the kidney was removed four months 
after labor, and an abundant growth of the Bacillus coli communis 
was found. The right kidney was the one most usually affected. Rest 
in bed, milk diet, purgation, salicylates, benzoic acid, and urotropin 
seemed to benefit these patients. 

Sippel 3 reports a case developing suddenly at the sixth month, in a 
healthy primipara. The left kidney could be recognized as greatly 
enlarged. An anterior lumbar incision was made and a quantity of pus 
evacuated from the kidney. By turning the patient on her side it could 
be demonstrated that the ureter was compressed by the womb and its 
contents. The patient made a good recovery. 

The Toxemia of Pregnancy. The literature on this important subject, 
already large, is rapidly becoming extensive. The high mortality result- 
ing from eclampsia, pernicious nausea and vomiting, and acute atrophy 
of the liver, and the failure to treat these conditions successfully, make 
it of the utmost importance that their occurrence be prevented. Our 
attention was formerly concentrated very largely upon the condition 
of the kidneys, as shown by the presence or absence of albumin and 
casts in the urine. It has long since been recognized that this is too 
late a period in toxemia for successful treatment in many cases, and 
that, furthermore, some of the most deadly cases of eclampsia occur with 
very little apparent change in the urine. It has long been evident that 
toxemia is a complex condition, producing essential changes in the 
bloodvessels in the important excretory organs of the body, and second- 
arily in the brain and lungs. To successfully prevent eclampsia, fatal 
nausea, and acute atrophy of the liver, we must be able to recognize 

1 Monatsschrift f. Geburtshulfe und Gynakologie, 1906, Band xxv, Heft 6. 

2 Journal of Obstetrics and Gynecology of the British Empire, August, 1905. 
s Zentralbl. f. Gynakologie, 1905, Nr. 37. 



140 OBSTETRICS 

a threatening toxemia before essential changes in the vessels have per- 
manently damaged them and the organs which they supply. 

In diagnosis one must rely upon two methods, each of which confirms 
and complements the other. 

The first is the direct investigation of the patient by physical exami- 
nation and minute study of clinical phenomena. The second is the 
chemical and bacteriological and microscopic examination of the blood 
and urine, and such tissues which may become available. 

There can be no question but that a careful and skilled observer can 
detect severe toxemia without the aids of laboratory research. No case, 
however, can be thoroughly studied, nor can the progress of any patient 
toward improvement or failure be accurately estimated without labora- 
tory aid. 

The clinical study of toxemia is made by observing the condition of 
the patient's nervous system in the vasomotor, secretory, and sensory 
nerves, and also in the condition of the cerebrum. 

The vasomotor nerves are studied by the tension of the pulse, the 
rhythm, force, and character of the heart beat, the presence or absence 
of edema, and the general condition of the circulation. 

The action of the secretory nerves is. best studied by examining the 
condition of the tongue, the mucous membrane of the mouth, the skin, 
and by questioning the patient concerning the secretion of urine, the 
movements of the bowels, and perspiration. It is often impossible 
to measure the quantity of urine passed in twenty-four hours, but in 
suspicious cases the effort should always be made. 

The sensory nerves may be studied by detecting abnormalities in 
the patient's sensations, neuralgia, and other variations from the normal. 

The condition of the cerebrum is altered in all severe cases of toxemia. 
The patient is apathetic, or unduly excitable, often melancholic, and 
sometimes in a condition of marked mental abnormality. 

When we turn to laboratory methods in the study of toxemia, the 
examination of the urine naturally first attracts attention. It is evident 
that the old and simpler methods of examining urine for albumin and 
casts only are at the present day noticeably insufficient. It is of the 
utmost importance for accurate work that the amount of urine passed in 
twenty-four hours be ascertained, and that a twenty-four-hour specimen 
be available for examination. 

The following may be taken as a fairly complete chemical examination 
of urine: Appearance; reaction; albumin bodies, comprising serum 
albumin, nucleo-albumin, serum globulin; indican bodies; acetone 
bodies; specific gravity; the degree of acidity; the presence or absence of 
glucose. 

Especially important are the nitrogen partitions. The total grams 
of nitrogen in twenty-four hours are divided as follows: Urea nitrogen; 
ammonia nitrogen; purin nitrogen; kreatinin nitrogen; rest nitrogen 
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The microscopic examination of the urine should detect amorphous 
material, mucus, urates, casts, crystals, red blood cells, epithelial 
cells, and leukocytes. 

The chemical examination of the feces is attended with considerable 
difficulty in practical work. It should, however, give information 
concerning the presence of large quantities of fat, of blood crystals, and 
of alkaloids, caused by chronic indigestion. 

A chemiqd examination of the blood is rarely undertaken, and we 
have for this purpose the isolation from the blood serum of toxins. 
. The examination of the blood by microscopy and by other instruments 
should give the percentage of hemoglobin, the number of red cells per 
cubic millimeter, the number of white blood corpuscles, and the differ- 
ential leukocyte count, as follows: Polynuclears, lymphocytes, mono- 
nuclear leukocytes, transitionals, eosinophiles, and mast cells. 

The blood-pressure record should also be taken, giving the systolic 
pressure, the diastolic pressure, and the mean-pulse pressure. 

The bacteriological study of toxemia would embrace the bacteriological 
examination of the urine, of the feces, and of the blood. This is of less 
value than chemical methods, but would enable the observer to recognize 
cases of infection of the urinary tract, which are sometimes present in 
acute toxemia. 

In addition, in cases of pernicious nausea, matter rejected from the 
stomach should be studied by the same methods applied to the examina- 
tion of the urine and feces. 

The most interesting method for the study of toxemia consists in the 
investigation of the patient's blood serum. To give practical results, 
this must be conducted by control experiments upon animals, for while it 
is often impossible to isolate exactly toxins in the blood, their poisonous 
action may readily be recognized by the effects following their injection 
int6 animals. Thus, in normal patients, blood serum injected into 
animals gives no reaction, while the urine is highly toxic and produces 
convulsions and death. In toxemia the blood serum is highly poisonous, 
while the urine, although highly concentrated, is not distinctly toxic. 

To these methods should be added cryoscopy, which gives evidence 
of the degree of concentration in the various fluids of the body. In 
toxemia this is profoundly altered, and is often a valuable test before 
the important epithelia have been permanently damaged by the circu- 
lation through the secreting organs of toxin-laden blood. 

Of these methods, that which is coming into established value is the 
estimation of the urinary nitrogen, which throws a most important light 
upon the metabolism of the toxic pregnant patient. 

The papers of Ewingand Wolf, 1 and Williams, 2 read before the Ameri- 

1 American Journal of Obstetrics, 1905, vol. li, p. 145. 

2 American Journal of the Medical Sciences, vol. cxxxi, p, 751 ; American Journal 
of Obstetrics, 1907, vol. lv, No. 3. 
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can Gynecological Society, May, 1905, and before the section on Gyne- 
cology of the College of Physicians of Philadelphia during the past winter, 
are of especial value. 

Stone's paper, appearing in December, 1903, drew attention to the 
study of leucin and tyrosin. During 1904, Ewing and Wolf, and 
Zweifel published papers giving the results of study of the various excreta 
in eclampsia which pointed out the significance of the great increase of 
unoxidized material in this condition. The attention of the profession 
was first directed to this study by observations made by Herman, and 
by myself, in the marked alteration in the quantity of urea excreted by 
pregnant patients. The great variations in urea excretion led to the 
nitrogen partition as an advance in our methods of determining the 
essential features of toxemia. 

Possibly the most difficult thing in dealing with patients in this ad- 
vanced study, is the collection of the twenty-four hours' urine. When 
some little time must elapse before the urine reaches the laboratory, 
and especially in warm weather, precautions must be taken to prevent 
its decomposition. Ewing and Wolf advise that the urine be placed 
immediately after passage in a large bottle containing one-half ounce 
of chloroform, and thoroughly shaken after each addition. With 
this precaution, the specimen is usually in proper condition for examina- 
tion. Ewing and Wolf recognize cases of normal metabolism with free- 
dom from abnormal symptoms. To illustrate how rare these patients 
are in a series of 33 cases, but 2 were found. Both of these were women 
in health, exercising regularly, and with regular habits, upon a selected 
diet; and one of them abstained from meat. They were carefully 
watched during pregnancy. At times the undetermined nitrogen in- 
creased in these patients, and the urea became low without recognizable 
cause or effect. One of these patients suffered discomfort during the 
hot weather. 

When these results are compared with FolinV they indicate that 
pregnancy in most cases disturbs metabolism, lessening the percentage 
of urea nitrogen, increasing the undetermined nitrogen, and to a less 
extent, the ammonia. 

So soon as delivery is effected metabolism returns to the average. 
Observers who have studied normal nitrogen elimination in pregnancy 
have found that during the last weeks, nitrogen is retained. This must 
be kept in mind in estimating the metabolism of toxemia. 

The second group of cases studied by Ewing and Wolf is that of dis- 
turbed metabolism with comparatively few symptoms. Among these they 
place four cases in which the urea was at one time low, and the unde- 
termined nitrogen high without apparent symptoms. In other fields of 
medicine, patients are observed with chronically disordered metabolism 

1 American Journal of Physiology, 1905, vol. xiii, p. 45. 
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without symptoms. In studying these cases, we seek to ascertain whether 
this condition has developed gradually, establishing tolerance, or whether 
it is acute. The more sensitive the woman, the more will she complain 
of disturbances in health, the result of disordered metabolism. Some 
patients show a constant predisposition to disease of which the disorderd 
metabolism is a continual symptom. Evidently these cases require 
further study for their complete elucidation. 

In cases of pernicious nausea, the papers of Williams 1 and Stone 3 
are of especial interest. The fulminant cases are identical in symptoms 
with acute yellow atrophy of the liver, usually without jaundice. Under 
rest, diet, catharsis, and irrigation of the colon, they often improve 
or terminate in abortion. Chronic cases have not only nausea and 
vomiting, but salivation, neuralgia, pruritus, hysterical manifestations, 
and emaciation. If pregnancy continues to the later months they pass 
into the preeclamptic state. In these patients, examination of the 
urine showed a low urea, a high undetermined or rest nitrogen, and 
usually a great increase in the ammonia nitrogen. Indicanuria is pro- 
nounced; albuminuria insignificant. 

Of especial importance are those patients who may be recognized as 
being in the preeclamptic state. This phase of the toxemia of preg- 
nancy is most important, because these patients are usually amenable 
to treatment, and eclampsia may be prevented, and life may often be 
saved if the condition is promptly recognized. If the clinical history 
of cases of eclampsia is minutely analyzed, it is found that the patients 
were for varying times distinctly in the preeclamptic condition; while 
the failure to recognize this condition is largely responsible in most cases 
for a fatal issue. These patients suffer from disturbances of the sensory 
nerves, weakness, blindness, vomiting, epigastric pain, and increased 
pulse tension. Edema may increase, and there is usually some albu- 
minuria. 

I have noticed in especially dangerous cases, dying without eclampsia, 
severe substernal pain which always accompanies profound alterations in 
the blood corpuscles. The presence of coffee-ground material composed 
largely of hematin crystals in the vomit and feces, confirms the diag- 
nosis of the profoundly degenerated blood. These cases usually develop 
typically after the fourth month of gestation. The urine shows low 
urea nitrogen, persistent high percentage of rest nitrogen, the ammonia 
variable, often high, and albuminuria appearing at a varying time, in 
many of the cases. 

Severe and untreated cases have a tendency to pass into eclampsia or 
active nephritis. The history of theseconditions, iha previous pregnancy, 

1 Johns Hopkins Bulletin, 1906, p. 71; American Journal of the Medical Sciences, 
1906, vol. cxxxii, p. 343. 

2 American Gynecology, 1903, vol. iii, p. 518; New York Medical Record, vol. lxviii, 
p. 395. 
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is often obtainable. Many of these cases develop from a condition 
of pernicious nausea during the early months. 

I have frequently had occasion to confirm the observations of Ewing 
and Wolf regarding the preeclamptic condition. During the hot weather 
of the past summer, a primipara developed the symptoms of the pre- 
eclamptic state. They were persistently low urea elimination, hys- 
terical manifestations, mental apathy, low specific gravity in the urine, 
a tendency to constipation and to prolonged gestation. Fortunately, 
the patient was faithful in following her physician's directions, and 
under a very restricted diet, with the best possible hygiene, and with 
occasional doses of calomel and salines, she passed safely through 
pregnancy. When labor occurred, her mental apathy became pro- 
nounced and lasted for several days after the birth of the child. With 
a resumption of normal metabolism, demonstrated by the examination 
of the urine, her mental condition became normal, nutrition became 
established, and she was able to successfully nurse her child. The 
clinical picture was a complete one, abundantly confirmed by clinical 
studies. 

I have under observation at the present time a primiparous woman, 
aged thirty-two years, who, for some years, has had interstitial nephri- 
tis, with high-pulse tension, enlarged heart, and increased systole. 
Amenorrhea of several months caused her family physician to bring 
her for consultation, and pregnancy was diagnosticated. Her anemia 
was already considerable, her hemoglobin being but 50 per cent.; 
erythrocytes, 3,100,000; leukocytes, 13,000; blood pressure from 225 
to 215 mm. 

On several occasions the blood pressure in the left arm was 285; in 
the right arm 265, with a Riva-Rocci apparatus. The patient had 
no symptoms of eclampsia and but little headache. Retinitis developed, 
followed by nose-bleed, and a bloody discharge from the uterus. Under 
chloroform and oxygen the womb was emptied of an apoplectic ovum. 

Examination of the urine showed total nitrogen, 5.65 grams; urea 
nitrogen, 61 per cent.; ammonia nitrogen, 5.4 percent.; purin, 1.6 per 
cent.; uric acid, 1 per cent.; kreatinin, 8.8 per cent.; rest nitrogen, 22.1 
per cent. 

The urine contained no casts, but a considerable percentage of serum 
albumin. It was clear, and had a pale, greenish color. It was examined 
thoroughly by the centrifuge, but no casts were' detected. 

Following the emptying of the uterus, and under thorough treatment 
in a hospital, the rest nitrogen fell from 3 to 6 per cent. The anemia, 
however, continued, the hemoglobin falling to 35 per cent., and the 
albumin became a mere trace. The pulse tension has considerably 
diminished, but is still high. 

This patient had no eclampsia and no tendency to convulsive move- 
ments, but her condition was evidently one of pronounced toxemia in 



PREGNANCY 145 

the preeclamptic stage. The tendency of toxemia to produce disturb- 
ances of the nervous system is illustrated by a case in my experience 
where, during her second pregnancy, a neurotic woman had a persistently 
low urea excretion. The urine was of low specific gravity, and the 
patient was immediately placed upon an essential milk diet, with small 
doses of calomel, frequent baths, the use of saline waters, and very strict 
hygiene. 

She passed safely through this pregnancy, and went from observation. 
A succeeding pregnancy was conducted under other care, and while 
the patient did not develop eclampsia, she became markedly hysterical, 
with pronounced mental disturbances, requiring isolation for a number 
of months. 

While we distinctly recognize the fact that diminution in the quantity 
of urea excreted is not a precise symptom, nor an accurate factor, it is 
of sufficient importance to demand the attention of the clinician. If 
possible the obstetrician should go farther in his study, and immediately 
examine the urine by nitrogen partition. This is not possible for many 
obstetricians, and when this cannot be done, the amount of urea excreted, 
the specific gravity, the quantity of the urine, and the patient's clinical 
symptoms, will often enable him to diagnosticate accurately the pre- 
eclamptic condition, and rescue his patient from the dangers of 
eclampsia. 

Ewing and Wolf, in their most recent paper, give the results of the 
study of 8 cases of eclampsia, in respect to the urinary nitrogen. The 
urea nitrogen was uniformly reduced in proportion to the severity of the 
symptoms. When improvement begins, the urea rises, often rapidly, 
and before there is considerable improvement in the patient's general 
condition. 

A case is cited in which the urea nitrogen rose from 42 to 79 per cent, 
in twelve hours. The ammonia nitrogen varied as in the preeclamptic 
state, and in one case which recovered, became as high as 18.3 per cent. 
As the patient improved, the ammonia nitrogen always diminished. In 
favorable cases it is high for a short time only, and hence most frequently 
escapes detection. 

In studying eclampsia the urine should be examined every few hours 
if accurate observation is to be secured. We should naturally expect 
that in eclampsia the undetermined or rest nitrogen would be greatly 
increased. This, however, did not seem so closely connected with the 
patient's clinical condition as was the quantity of urea nitrogen. In 
proportion as the eclampsia was severe, the kidneys showed evidence 
of destruction of the epithelium. 

Four fatal cases of acute yellow atrophy of the liver were studied by 
Ewing and Wolf in the paper quoted. The autopsy showed the charac- 
teristic lesions. There was low urea, high ammonia, and high rest 

nitrogen in these patients. 

10 
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While we may distinguish different clinical forms of toxemia, the 
evidence points clearly to one or to closely related types of disturbance 
in metabolism as the essential element. The manifestations of toxemia 
will vary with the peculiarities of the individual, and with the different 
stages of pregnancy. Early in gestation, nausea, indicanuria, low urea, 
and high ammonia nitrogen, are typical, afterward developing disturb- 
ances of the cerebrum and circulation, culminating in eclampsia. In 
proportion as the liver is extensively disorganized and especially if bac- 
terial invasion of the liver becomes pronounced, acute yellow atrophy 
may clinically be present. 

The authors believe, and I think wisely, that one disease may be 
recognized in all these cases, especially in the early months of gestation. 
The presence or absence of jaundice seems to depend upon the extent 
of necrosis in the liver. With comparatively limited necrosis, especially 
in zones, the nitrogen percentages are greatly changed. When danger 
is pronounced, the nitrogen percentages are less altered, and the paren- 
chyma of the liver is broken down in the form of typical atrophy, prob- 
ably through the intervention of bacteria. 

The authors believe that extravasated bile may dissolve the liver 
substance in some of these cases, producing extensive destruction. 
When the liver undergoes very rapid change, the urea nitrogen falls, 
and the ammonia nitrogen increases greatly. Other tissues seem 
capable of assuming the function of forming nitrogen in some of these 
patients. 

Especial attention is called to the significance of pernicious nausea 
in the early months of gestation. When patients manifest these symp- 
toms, although they may pass through the early months without abortion, 
the danger of eclampsia is far greater than in those cases where pernicious 
nausea is absent. Such patients require, then, increased watchfulness 
during the entire period of gestation. 

Ewing and Wolf allude to eclampsia without convulsions. Williams 
has also drawn attention to these cases, formerly regarded by Frerichs 1 as 
acute yellow atrophy. Cases are on record diagnosticated as eclampsia 
because of convulsions, where the changes in the liver were those usually 
found in pernicious nausea. So far as the urinary nitrogen goes, no 
clear distinction can be made between eclampsia and preeclamptic 
toxemia and many cases of pernicious nausea. 

The interesting question arises as to what causes the difference between 
toxemia and eclampsia, and this has an important bearing upon treat- 
ment. If the additional factor comes from the fetus and placenta, the 
immediate removal of these bodies seems indicated. This, however, 
has not been clearly proved. If it comes from the kidneys, then the 

1 Diseases of the Liver, Sydenham Society Transactions, 1860, p. 192; Zeigler's 
Beitrage, 1888, Band iii, p. 1. 
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treatment of nephritis should be essentially the treatment of eclampsia, 
plus immediate delivery. This also cannot be clearly demonstrated. 
Nephritis often occurs in toxemia* and is not always an unfavorable 
factor. Edgar and others have observed that cases of acute nephritis 
or exacerbations of chronic nephritis in pregnancy yield more readily 
to treatment than cases of fulminant toxemia. 

I add my testimony to the above observations. The tendency in 
nephritis is to rescue the mother at the expense of the fetus through 
interstitial changes in the bloodvessels of the placenta. 

The wife of a physician, who has been twice under my care, illustrates 
this statement. She has had a chronic nephritis following scarlatina 
in childhood. During her first pregnancy nephritis became aggravated, 
retinitis was threatened, albuminuria was pronounced, and casts were 
abundantly present. Under rest in bed, milk diet, hot packs, and the 
use of calomel the patient's pulse tension was considerably lessened, 
and she gave birth spontaneously to a living child, which survives. The 
placenta showed sclerosis of its vessels. 

The second pregnancy terminated spontaneously in the birth of a 
stillborn child, preceded by marked exacerbations in the condition of 
the eyes. This patient at present is in excellent general health, the 
urine showing no evidence of nephritis, and her sight fully up to the 
average. She is in better condition than for several years before her 
first pregnancy. 

When we attempt to form a theory concerning the cause of the toxemia 
of pregnancy vie meet with great difficulty. The theory that neurotic 
conditions govern metabolism has been early applied to pernicious 
nausea, which has long been considered a neurotic condition. With 
the demonstration of the definite disturbance of metabolism in these 
cases the neurotic theory of pernicious nausea must assume far less 
importance. Williams seeks to divide pernicious nausea practically 
into neurotic and toxemic, basing this division upon the presence or 
absence of high ammonia nitrogen. It seems scarcely logical to base so 
important a division upon one factor in metabolism. 

I would draw attention to the fact that the symptom of vomiting is 
of comparatively little importance. Persistent depressing nausea is 
the symptom of value in these cases; while vomiting may be excited by 
many causes, persistent depressing nausea during the patient's entire 
waking hours is invariably a grave symptom. We should not, therefore, 
speak of pernfcious vomiting, but of pernicious nausea. 

A second theory of great interest to which Ewing and others call 
attention is that of acid intoxication. This must not be confounded 
with acidosis, which occurs in starvation, diabetes, and other diseases 
where excessive formation of acids increases the urinary ammonia. 
In acid intoxication, the acids are derived from various sources, and 
remain without neutralization, circulating in the blood and producing 
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symptoms. Ewing and Wolf do not believe that acid intoxication causes 
toxemia and eclampsia. In patients where large quantities of acids 
form, as in diabetes and excessive hunger, other symptoms of toxemia 
and eclampsia do not occur. Intoxication, in other words, is absent. 
If alkalies are administered, acid substances are removed from the urine, 
but the symptoms remain. The acids supposed to exist in the blood 
have not been isolated in quantities sufficient to produce symptoms. 
In healthy animals, large quantities of acids must be given to produce 
symptoms, which even then do not resemble those of acid intoxication. 

Attention is called to recent papers by Tangel, 1 in which the effects of 
acids introduced into the circulation are very different from the results 
of severe intoxication. In fatal cases of diabetes the same degree of 
alkalinity of the blood was found which is present in the normal 
individual. 

I recall observations by Blumreich, in which increased alkalinity is 
present in the blood in some cases of toxemia. Zweifel's theory that 
lactic acid in the blood causes toxemia and eclampsia seems a con- 
dition of coincidence, and not cause and effect. Lactic acid appears in 
the urine of epileptic patients, caused by increased muscular exertion 
and deficient oxygenation. Lactic acid is probably the result of eclamptic 
convulsions, and not the cause. Severe and prolonged acidosis may 
lead to fatty degeneration of the liver and kidneys, predisposing to 
toxemia. Well-nourished and fat patients are especially bad subjects 
for toxemia and eclampsia. 

All studies, however, of these conditions point to the fact that deficient 
oxygenation is the essential element. Our present knowledge indicates 
that this produces failure in the formation of urea, as urea is believed 
to result from oxygenation. Others, however, believe that urea is 
formed from more complex processes. 

Ewing and Wolf would substitute for deficient oxygen the phrase 
"deficient desamidation." It is difficult to prove by chemical research 
that deficient oxygen is the precise cause for the failure in the formation 
of urea. The study of the urine seems to indicate that in toxemia the 
amino acids remain. These normally should be removed and con- 
verted into ammonia and urea. The failure in this process accounts 
for high ammonia nitrogen and low urea nitrogen. In some cases the 
disease may arise from causes other than defective desamidation, or in 
addition to this process. Here we may search in the intestine, placenta, 
or fetus for the additional cause. That these last-mentioned causes are 
not in themselves sufficient to produce the entire condition is shown by 
the fact that the most serious cases often occur before the placenta is 
large and well-formed, when the fetus is not sufficiently large or vigorous 
to be an important factor, and in the puerperal period when gestation is 

1 Pfluger's Archiv, 1906, Band cxv. 
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ended. A distinctly toxic element has not yet been definitely isolated 
from the placenta. 

The theory of defective desamidation accounts for the changes in 
the liver which arise early in toxemia. At a later stage the kidneys 
become involved, toxic products from the placenta and fetus adding to 
the complex condition. 

As regards intestinal toxemia, the authors call attention to the fact 
that the grade of indicanuria present shows how much indol is absorbed 
and oxidized to a comparatively harmless indican. There seems to 
us to be a parallel to some extent between the role played by urea and 
indican. Indicanuria, however, is so insignificant in severe toxemia as 
to indicate that intestinal toxemia does not play an important part, 
clinically speaking. 

The acetone bodies have been studied as factors in the toxemia of 
pregnancy. While these substances in excess in the urine usually 
cause well-marked symptoms, their absence is not significant, and 
their quantity is out of proportion to the symptoms present. Further- 
more, they are principally concerned in the consumption of body fats, 
and evidently their exclusive study cannot throw accurate information 
on other disorders of metabolism. 

The authors have studied crystals resembling leucin extensively, and 
find that they are exceedingly abundant in yellow atrophy and eclampsia* 
Nitrogen precipitated by alcohol, colloidal nitrogen, in some cases bears 
relationship to the rest nitrogen, but the difference is often great and this 
method cannot be accepted as conclusive. 

While this study is exceedingly interesting scientifically, the authors 
draw attention to the fact that great caution must be exercised in inter- 
preting its results. Repeated examinations are necessary to determine 
whether the urea has gradually or rapidly decreased. Cases are some- 
times seen in which toxemia seems to have terminated in nephritis, the 
original disturbance in metabolism gradually disappearing. The sec- 
ondary alterations in the liver, kidneys, and other organs remain. The 
nitrogen ratios may vary greatly within a short time, and hence repeated 
examinations are indicated. The influence of the nervous system 
must not be neglected. The toxemia of pregnancy is essentially a 
condition of great instability, which is clinically proved by the sudden 
deaths which often result from this cause. The study of the urinary 
nitrogen, however, may indicate an abnormal state of metabolism when 
other symptoms are absent, and thus give warning to the obstetrician 
in time to institute treatment which will obviate some of the most serious 
complications of pregnancy. It often draws attention to the fact that 
disturbances in metabolism are but temporary, caused by transient indi- 
gestion. It assists in determining the progress of convalescence. 

Its value in arousing the attention of the attending physician and 
indicating treatment I believe to be very great. 
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Eclampsia. The relation between defective nitrogenous elimination 
and eclampsia is well established and reasonably proved. The search 
for the precise mechanism whereby are produced the toxins causing 
eclampsia, and the site of their production, continues. 

Frommer 1 has studied experimentally the function of the parathyroid 
bodies in relation to their production of toxins causing eclampsia and 
tetanus. His work is largely a review of the papers published by 
Vassale in the Italian Archives of Biology, 1905; the Riforma Medica; 
the Proceedings of the Medico-Chirurgical Society of Modena, and his 
paper upon "Tetanus," published in 1898. 

In 19 cadavers, Frommer found the parathyroid bodies to be small, 
oval-round solid masses, measuring 2.5 to 15 mm. in diameter, yellowish 
red in color, and sightly harder in consistence than the lymphatics. 
They may be distinguished from neighboring glands, the lymphatic 
and others, by their color and hardness. They resemble most closely 
the lymphatics. The human subject has four of these glands, two upon 
each side on the inner aspect of the lateral masses of the thyroid. In 
14 subjects examined, 12 had four parathyroid glands; 2 had two 
only. 

Humphry, in examining 22 human bodies, found 4 parathyroids present 
in all. These bodies are usually attached firmly to the capsule of the 
thyroid in a fibrous envelope. In some cases they are included in the 
thyroid capsule. They have been found in the remnants of the thymus. 
Their average dimensions were from 5 to 7 mm. long, 3 to 8 mm. wide, 
1.5 to 2 mm. thick; the longest was 15 mm., the widest 6 mm., the 
smallest 3 mm. long and wide. 

On microscopic examination the parathyroids were seen to consist 
of polygonal, somewhat compressed large and small cells, whose proto- 
plasm colored well with eosin. In some cases the glands were shrunken 
with vacuoles, and colored poorly; the nuclei were large and stained with 
chromatin. 

The masses of cells were divided by fine septa into various longi- 
tudinal arrangements showing a tendency to form follicles. Some of 
the groups seemed to anastomose. Between these was ajfine stroma 
with very small abundant bloodvessels. A very fine network of fibers 
interlaced between the cells; these small septa colored well with eosin 
and demonstrated clearly the mesh-like structure. This network could 
be* distinguished from ordinary connective tissue. 

Frommer agrees with Kolliker in the conclusion that this fibrillary 
tissue arises from the inner layers of the cells, while the abundant blood 
supply seems to consist of capillaries formed of endothelia. 

In the majority of cases no colloid material was found in the para- 
thyroids. The capsule of the thyroid blended with that of the para- 

1 Monatsschrift f. Geburtshulfe und Gynakologie, Band xxiv, Heft 6. 
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thyroid, as demonstrated by transverse sections. Fibers of white, elastic 
connective tissue in bundles interlaced in the capsule; the structure 
of the parathyroids was epithelial and plainly different from that of the 
thyroid. 

As regards the effect produced by the secretion of the parthyroids, 
Vassale and others have shown that dogs from whom these glands were 
extirpated died. Biddo, and later Pineles, demonstrated tetanus to be 
the cause of death in these cases. 

The question naturally arises as to what part in the function of the 
thyroids the parathyroids play, and whether these small bodies 
have a common function with the thyroids, or a function peculiar 
to themselves. Vassale believes that these glands have a different 
function than those of the thyroid, that the thyroids are trophic glands, 
the parathyroids producing an antitoxin. When the thyroid is removed, 
there follows cachexia and myxedema; and when the parathyroids are 
extirpated, tetanus follows. This does not always develop typically, 
and may be present in very slight degree; it may even become chronic. 
If a portion of the parathyroid be left it does not undergo hypertrophy, 
but the organism seems to accommodate itself to the altered condition 
of the gland. 

Vassale's conclusions are based upon experiments made upon bitches, 
and led to the belief that possibly eclampsia in the human subject 
was the result of alteration in the parathyroids. 

Lange observed tetanic symptoms after partial extirpation of the 
thyroid in animals, but this Vassale ascribes to the partial removal of 
the parathyroids as well. 

Jeandeales and Fruhinsholz in this connection report the interesting 
case of a young woman, aged eighteen years, with congenital myx- 
edema, who during a premature labor had eclampsia, ascribed to the 
altered condition in the thyroid and parathyroid glands. At the Fourth 
International Congress in Rome, similar cases were reported, pointing 
to insufficiency in these glands as a possible cause of eclampsia. 

Pollak adds the case of a woman, aged thirty-two years, pregnant for 
the fourth time, who had exophthalmic goitre in marked degree, and 
who was taken with eclampsia in the third month of her pregnancy. 
Vassale further endeavors to support his theory from the results obtained 
by giving extract of the parathyroids to oxen. These effects simulated 
eclamptic convulsions. 

Vassale cites the case of a patient admitted to Fabri's clinic, suffering 
from eclamptic convulsions. The extract of the parathyroid was given 
in 20-drop doses, 120 drops being taken in twenty-four hours. The 
convulsions ceased. The patient was then given 80 drops of the ex- 
tract daily for some time. A year afterward she gave birth to a fetus 
at seven and one-half months, which died soon after birth. Autopsy 
showed the cause of fetal death to be syphilis. 
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Other cases are also reported in which the extract seemed to have 
influenced eclamptic convulsions. 

Frommer's experiments were conducted upon bitches and rabbits, 
using the extract of parathyroid, and also the extract of the human 
placenta, to observe the effects produced by each. His experiments 
consisted in operating upon pregnant animals, removing a portion of 
the parathyroids. Soon afterward, in the case of a bitch, contractions 
of the muscles occurred, the animal became exceedingly restless, unable 
to walk securely, and convulsive movements developed. The animal 
ate and drank poorly, and its general condition seemed depressed. 
Some days afterward the peritoneal cavity was opened and a small 
portion of sterilized placental tissue was introduced. The urine of the 
animal was removed by catheter, and showed no abnormality. The 
animal gave birth to its young, the urine showing abundant albumin. 
The young gradually perished, although the mother nursed them, 
the mother making a gradual recovery. 

The second experiment resulted in evidence that the destruction of 
the parathyroids had been follpwed by tetanic movements, and that the 
introduction of placental tissue had produced an acute toxemia. The 
total removal of the parathyroids produced a fatal result, with symptoms 
of great prostration. The total extirpation of the parathyroids, with 
thyroidectomy, produced a fatal result with the production of tetany. 

These experiments seem to show that in an animal from whom the 
parathyroids had been removed, tetanus developed, which was brought 
to a fatal termination by the addition of placental extract. 

This would seem to indicate that the parathyroids have an anti- 
toxin function against the toxins produced in the placenta. 

Frommer's conclusions are that the parathyroids are epithelial organs, 
abundantly supplied with blood and rich in cells; that they have an anti- 
toxic function whose interruption is followed by tetanus; and that preg- 
nancy and labor influence the performance of their functions vitally. 
Partial removal of these bodies in rabbits does not produce especial 
disturbance; but total extirpation is followed by death. 

When the thyroids and parathyroids are removed, fatal tetanus follows. 
With the partial removal of the parathyroids and implantation of the 
placenta, acute toxemia is produced. 

It is evident that further experimental and clinical study upon this 
subject must be carried out before a positive conclusion can be reached. 
These experiments, however, are sufficiently suggestive and interesting 
to merit consideration. 

Graves' disease has been considered by some a manifestation of the 
toxemia of pregnancy. 

Audelbert 1 reports the case of a woman, previously healthy, aged 

1 Compt.-rend de la SociMt* d'Obstlt., de Gynecol, et de Pediat. de Paris, 1906, 
tome viii. 
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thirty-three years, in her second pregnancy. At seven months, without 
the usual symptoms, edema of the legs developed, without sugar or 
albumin in the urine. This swelling increased, the urine grew less, 
and the patient's size about the neck grew larger. 

A slight improvement followed on a milk diet. After the eighth 
month the patient failed rapidly, dyspnea developed, and the eyes pro- 
truded; the general anasarca was but little relievo! by active purgation. 

When summoned to the patient, crepitation was found over both 
lungs, the pulse was rapid and weak, there was orthopnea, the pupils 
were dilated, and there was also exophthalmos. As the patient became 
comatose she was bled, followed by the beginning of labor. A living 
child was delivered by forceps. 

The patient improved somewhat after several days, but the neck 
remained large, the thyroid having increased in size, and the patient 
having muscular tremors. No improvement followed the administra- 
tion of thyroid extract. 

Under a strictly milk diet the patient made a gradual recovery in 
four months' time. The child did well. While this patient did not 
develop eclampsia, the tremor and coma were suggestive of eclampsia 
without convulsions. 

Acetone and diacetic acid have been recognized as a possible cause 
of pernicious vomiting by Baldwin. 1 This was a case of intestinal 
putrefaction, the patient excreting phenol, indol, and sulphuric acid, 
and growing rapidly worse when acetone appeared. After the inter- 
ruption of pregnancy the patient recovered. 

Eclampsia in Multipara. Cova, 2 in Pestalozza's clinic in Florence, 
observed 33 multipara among 80 patients suffering from eclampsia. 
This is a remarkably high percentage of multipara, and is further inter- 
esting from the fact that no case of twin pregnancy occurred among them. 
In one of the fatal cases there were fourteen convulsions before and 
during labor, and eighty-nine convulsions after labor. In a third of 
these multiparous patients the convulsions began during the puerperal 
period. Among the multipara there is more danger of hemorrhage, 
the outlook is worse, and the mortality seems to be in proportion with 
the number of pregnancies. The prognosis for the fetus is also worse 
than with primipara. 

The Poison of Eclampsia. Among the many recent papers bearing 
upon this subject those of Zweifel s must be mentioned. In brief, 
Zweifel finds sarcolactic acid in the urine in cases of eclampsia, and 
estimates the quantity in the umbilical vessels of the blood taken from 
the mother and that from the placenta. He found that if the mother's 
blood be taken as one, the quantity in the umbilical cord was three, 

1 American Journal of the Medical Sciences, vol. cxxx, No. 4. 

2 La Ginecologia, October 31, 1905. 

8 Munchener medicin. Wochenschrift, 1906, Nr. 7; Archiv f. Gynakologie. 
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and in the blood of the placenta nine. As this substance is not found 
in the blood or urine in a healthy subject, and as it is most abundant 
in the placenta and fetus, he argues that it is an essential cause of 
eclampsia and that the uterus should be emptied to remove this cause. 
He believes that when urea is less than 83 per cent, of nitrogen waste, 
a distinctly deficient oxidation is present. 

He cites the case of a woman who had during pregnancy chronic 
nephritis; who developed eclampsia six and one-half days after the birth 
of a child, and had 265 fits before birth. Lactic acid was absent in the 
urine, which seemed to prove that muscular contractions do not produce 
this substance. 

Veratrum Viride and Lumbar Puncture in the Treatment 
of Eclampsia. Among the interesting papers upon this subject within 
the last few months are those of Helme, Kronig, Henkel, and others, 
who hoped that they had found in lumbar puncture an accurate method 
of diagnosticating the toxemic condition of the nervous system and 
modifying eclamptic convulsions. The withdrawal of fluid from the 
spinal canal seemed to improve the patient by lessening the tendency 
to coma. The mortality, however, was not lessened by this treatment. 

In the clinics at Pavia and Milan there were treated 61 cases of 
eclampsia with veratrum viride; the results were good, and with a milk 
diet this treatment was considered to be especially successful. Man- 
giagali's 1 results are reported showing a mortality of 15 per cent, in 
multipara and 4.9 per cent, in primiparse. Tarnier's results, with a 
mortality of 9.09 per cent., are practically the same. 

There is no question but that in veratrum viride we have a very 
efficient drug for the treatment of eclampsia. In doses of 10 minims 
of the fluidextract injected hypodermically, it is possible to control 
the pulse and distinctly favor the dilatation of the cervix. 

I have not had occasion to give more than 30 minims in one case, 
and usually administer 10 minims every hour, for three doses. The use 
of veratrum viride does not prevent saline transfusion, nor contra- 
indicate it, in my experience. It is not in these cases depressing if used 
in the manner described, and certainly has a remarkable influence in 
promoting dilatation of the cervix. On several occasions cases have 
been sent to the hospital where ver&trum viride had been given in 
large doses by the attending physician, with a distinctly depressing 
result. In some of these cases it was necessary to give strychnine and 
digitalis before proceeding to anesthetize the patient or give her a hot 
pack. 

While I warn against the excessive administration of veratrum viride, 
I believe its moderate use to be one of the most valuable resources of 
a physician who cannot treat his cases in a hospital. 

1 Annali di Ostet. e Ginecol., December, 1905. 
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A further series of cases of lumbar puncture in eclampsia is reported 
by Thies 1 from the clinic at Leipsic. This treatment was not instituted 
with the idea of curing eclampsia, but of lessening the irritation of the 
nervous system occasioned by pressure. 

The patient was so placed that the spine was made convex and curved 
backward. The puncture was made 5 cm. from the median line, the 
needle going slightly internally, the fluid was allowed to escape very 
slowly, from ten to twenty minutes being occupied in this way. When 
the pressure became 120 mm. it was taken as normal and the needle 
was removed. No irritation developed during puncture, but in some 
cases after puncture, vomiting, muscular twitching, disturbance of the 
pulse and breathing, and other symptoms of irritation developed. 

Usually a clear fluid was obtained with a few leukocytes and blood in 
one case only. This patient died comatose, with jaundice and hemo- 
globinuria. Upon autopsy, hemorrhages were found in the liver, and 
the blood was altered in all the glandular organs. 

In eclampsia cerebrospinal fluid always has high tension. Above 
300 mm. the cases were especially severe, in one instance reaching 600 
mm. With one patient the secretion of urine was much less after 
the puncture. 

Eclampsia in a Child, Twelve Years and Eight Months Old, 
with Contracted Pelvis, Treated by Section. A combination of 
complications is reported by Boldt. 2 The patient was a girl, aged twelve 
years and eight months, with a generally contracted pelvis, who was 
admitted to the hospital for elective Cesarean section. She developed 
eclampsia, and was immediately delivered by section. The child sur- 
vived; the mother died with pulmonary edema; and upon autopsy the 
* myocardium was found extensively altered and the lungs very edematous. 

Eclampsia without Convulsions. That eclampsia without con- 
vulsions may develop from visceral disease is illustrated by two papers 
upon general but related topics. Acconci 8 describes cases of acute 
yellow atrophy of the liver in which the pathological findings are prac- 
tically identical with those of eclampsia. Battey-Shaw 4 publishes in 
condensed form a lecture delivered before the Royal College of Physi- 
cians upon the relation between auto-intoxication and certain cardio- 
vascular diseases. He has especially devoted his attention to the question 
of blood pressure, and has injected extract of the kidney, liver, and brain, 
to observe the results of these substances upon the vasomotor nerves. 
The kidney extract increased blood pressure, while from the liver and 
brain, the material obtained caused a fall of brief duration. He also 
observed that while the kidney extract increased blood pressure that the 

1 Zentralbl. f. Gynakologie, 1906, Nr. 23. 

2 Post-Graduate, December, 1905. 

8 Annali di Ostet. e Ginecol., 1906, No. 3. 
4 British Medical Journal, May 12, 1906. 
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results were not so dangerous and fatal as those seen in eases where 
blood pressure was gradually diminished. 

Prolonged and abnormally low blood pressure in cases of eclampsia 
indicated a fatal termination, and autopsy upon these cases showed 
extensive disorganization of the liver and blood. 

A Case of Eclampsia Having 200 Convulsions and Terminating 
in Recovery. Jardine 1 reported a case of eclampsia having about 
200 convulsions. Engelmann 2 also reports the case of a patient who had 
200 eclamptic convulsions, and finally recovered. The patient was a 
primipara, aged twenty-two years, with a good family history. She 
had never been ill previously; she was practically at term, and was 
admitted to the clinic with a history that the evening before she had been 
seized j with eclamptic convulsions which recurred at intervals of from 
one-qijarter to one-half hour. Between thirty and forty convulsions 
had been observed before the patient was brought to the hospital. 

On admission she was unconscious, cyanotic, breathing with difficulty; 
her pulse was 124, and her temperature slightly elevated. In order to 
obtain a connected history of the case, the convulsions and treatment are 
tabulated. It is found that the number of convulsions increased steadily 
until six days after admission, when they amounted to 155, observed in 
the hospital, with over 40 that had occurred before admission. 

The patient was treated by repeated venesection, injection of salt 
solution, the free administration of milk, which fortunately the patient 
drank readily, hot baths, and a small quantity of morphine and scopo- 
lamine. Her condition steadily grew worse until the evening of the 
sixth day of her illness. At that time she seemed moribund; the con- 
vulsions occurred every five to seven minutes, and the outlook seemed 
desperate. At. this time, however, the convulsions ceased. Although 
the patient was very restless, her pulse gradually improved, and she 
became sufficiently well to be transferred to the wards devoted to nervous 
diseases, where she could readily be placed under restraint. Here she 
had a mild bronchopneumonia, from which she recovered. Her rest- 
lessness gradually became less, and she finally made a good recovery. 

It is interesting to observe that after venesection and saline transfusion 
the convulsions ceased at one time for four and one-half days. After a 
very restless night they returned; the pulse rose from 180 to 200. Vene- 
section and transfusion were practised three times, the convulsions finally 
ceasing when the patient was apparently moribund. Her condition of 
restlessness seemed a form of puerperal mania, and her bronchopneu- 
monia was such as is often seen in these cases. 

It is curious to observe that the convulsions came after definite inter- 
vals and with considerable regularity. The blood pressure was raised 

1 Transactions of the Edinburgh Obstetrical Society, vol. xxxi. 

2 Zentralbl. f. Gyniikologie, 1907, Nr. 11. 
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to 185 mm., but subsequently fell to 156 mm. The quantity of urine 
was carefully observed, and also, so far as possible, the condition of the 
blood. 

Chorea during Pregnancy. A condition closely resembling eclampsia 
in some respects is that of chorea. Shaw 1 reports 11 cases of this con- 
dition occurring at St. Mary's Hospital in a little over a year. His first 
case was aged twenty-five years; she was admitted to the hospital in a 
maniacal condition, with severe choreic movements over all the limbs, 
body, and face. There was no history of rheumatism or previous chorea. 
A few days before admission, she was suddenly informed of serious illness 
in her family. She at once left her work and ran to the house of her 
mother, but choreic movements developed so rapidly and severely that 
she fell upon the street. 

Under rest in bed, with a nourishing diet, arsenic, strychnine, and 
aspirin, she improved somewhat. She was so violent that hyoscine 
was administered freely. 

Labor gradually developed, which was terminated by dilatation of the 
uterus and extraction of the child. The patient died twenty hours 
afterward. The child survived the mother two days; an autopsy could 
not be obtained. 

Case 2 was that of a young woman, aged eighteen years, seven months 
in her first pregnancy. She was admitted with twitching of the limbs, 
and melancholy, occasioned by the knowledge of her illegitimate preg- 
nancy. There was no history of chorea or rheumatism previously. 
As the patient became weaker, labor was induced by bougies, followed 
by the delivery of a stillborn child. Infective endocarditis followed. 
The patient died with sudden pain in the right side of the head, followed 
by paresis down the left side of the body. Upon autopsy, vegetations 
were found at the mitral orifices. It was impossible to make the 
autopsy complete as the brain was not examined. 

These cases were treated in the usual manner by giving food freely, 
arsenic, aspirin, and strychnine, and by procuring sleep when necessary. 

Labor was induced, but apparently with the worst result. While 
the cases were undoubtedly severe yet the treatment seemed to be abso- 
lutely without effect. 

It was determined to treat subsequent cases upon the theory that 
toxemia caused the chorea. Accordingly the patients were kept quietly 
in bed on a strictly milk diet; the bowels were opened freely with com- 
pound jalap powder, and the action of the skin and kidneys freely stimu- 
lated. Thyroid extract was given to five in quantities ranging from 
15 to 30 grains daily. One patient took 40 grains daily for three days. 

The writer was led to employ thyroid largely from the researches of 
those who had given thyroid extract in the treatment of the toxemia of 
pregnancy. 

1 Journal of Obstetrics and Gynecology of the British Empire, April, 1907. 
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Shaw reports 11 cases with detailed histories. The age of the patients 
varied from eighteen to thirty-three years, and 9 of them were primi- 
gravidse. A toxemic condition was found to be the principal cause of 
chorea, and next to this, previous chorea, worry, and shock; 4 of the 
11 had some rheumatic history, but none of the patients had a history 
of rheumatism and nervous excitability or shock. 

The symptoms of the condition developed comparatively late in preg- 
nancy. There was only one during the first three months; while in 8 
the symptoms commenced in the last three months. 

As regards treatment, the method usually adopted by others has been 
to put the patient in bed, procure sleep, give good nourishment, and to 
administer salicylates, zinc, and arsenic. Some advise the interruption 
of pregnancy, while others are not in favor of it. 

Those who believe that chorea is caused by toxemia, draw attention 
to the frequent occurrence of endocarditis, which is usually present in 
all fatal cases. The association of rheumatic and other infections, and 
the mode of death in fatal cases, is not explained by muscular exhaustion. 
Shaw also observed that one of these patients developed severe chorea 
synchronously with septic infection; another had a relapse when the 
bowels were confined for two days; many showed decided improvement 
when the quantity of urea excreted was increased. 

Acting upon these observations, 9 of the 11 patients were treated as 
if they were cases of the toxemia of pregnancy. They were kept as 
quiet as possible, the diet was restricted to milk until they improved, 
when foods made with milk were added to the diet; and when the 
patients had been convalescent for a number of days, an ordinary diet 
was allowed. Elimination was increased by opening the bowels freely 
with jalap, and a simple saline mixture was given to act upon the skin 
and kidneys. Immediate improvement followed, and the patients made 
good recoveries. 

It is especially interesting to note that while the patients were treated 
by stimulating elimination that it Was not necessary to give them hyp- 
notics. After two or three nights they slept naturally without drugs. 

The induction of labor gave bad results, and in two cases in which 
this was tried a fatal termination occurred. 

Thyroid extract was given in a considerable quantity to five patients, 
with very good clinical results. In one patient who had thyroid, the 
urine was measured and the total output of urea recorded daily — on 
one day when the patient was without thyroid and during the ten days 
in which it was given. It could not be proved that thyroid increased 
elimination; 4 patients were treated without thyroid, but by stimulating 
elimination, and they did equally well. 

The first 2 of these 11 patients were treated without regard to elimi- 
nation, and had labor induced. Both mothers died; one child lived two 
days; the other was stillborn. 
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The 9 mothers treated by stimulating elimination recovered, 5 of the 
children were healthy at birth, and 3 of the mothers recovered from their 
chorea before labor, the fetus being apparently in good condition when 
they were discharged from the hospital. One child whose mother was 
treated by promoting elimination died during an accident in labor. 

Shaw concludes that the chorea of pregnancy is caused by a toxin 
identical or very closely resembling that of acute rheumatism. This 
substance attacks human beings in two conditions, when the nervous 
system is especially unstable — in childhood and during pregnancy. 
Pregnant cases then are virtually those of toxemia. They should be 
treated by stimulating the patient's eliminative process, but labor should 
not be induced. 

Martin, 1 in an extensive experience of chorea in pregnancy, has induced 
labor but three times. Contrary to Shaw's experience none of his cases 
proved fatal. He has twice seen chorea return in successive pregnancies. 

In an extensive collection of 226 cases, in 3 chorea recurred in 3 preg- 
nancies; and in 5 it returned in 4 pregnancies. 

The first of Martin's cases gave no history of anemia, rheumatism, or 
of chorea in childhood. She had chorea during her second pregnancy, 
the disorder terminating after normal labor. Two years afterward 
another pregnancy occurred, and choreic symptoms developed during 
the early months. They disappeared after labor. 

In the fourth pregnancy the symptoms developed about the eighth 
month, and again disappeared after normal labor. 

Rheumatism had been present in his second patient, followed by 
chorea. In three pregnancies chorea occurred, becoming more severe in 
the third, which was terminated artificially. Endocarditis also developed. 
In the fourth pregnancy the patient became extremely ill; labor was 
terminated by the use of forceps, the mother improved and was able to 
nurse the child, and recovered almost entirely from the chorea. 

Martin believes that when the mother's life is threatened, premature 
labor should be induced. This will certainly control violent move- 
ments. If pregnancy must be terminated quickly, vaginal Cesarean 
section is indicated. He believes that bromides may be given freely to 
advantage, while opium and chloral do no good; mild cases improve 
under the use of iron and arsenic. 

Edema of the Lungs Complicating Pregnancy. Pouliot 2 contributes a 
paper upon edema of the lungs complicating pregnancy. This usually 
attacks suddenly pregnant women who have some cardiac lesion. It 
is very apt to occur after delivery, the attack commencing with suffo- 
cation and severe dyspnea; the breathing is very quick but not labored; 
there is some disturbance in the pharynx and beneath the sternum; 

1 Deutsche medicin. Wochenschrift, 1906, Nr. 31. 

9 Annals of Gynecology and Pediatrics, October, 1905. 
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and a harsh cough with expectoration; this latter is foamy in character 
and may become very abundant. The expectoration consists of blood 
serum with corpuscles and air, and a yellowish, sticky fluid. There are 
dulness and rales over the lungs, and the heart is displaced. The 
patient may have a number of attacks and still survive. 

This complication usually follows labor in cases of mitral stenosis. 
It is also observed in toxemic patients. 

Inhalations of ether and injections of camphorated oil are advised in 
treatment. Dry cups should be plentifully used in front and behind. 

As the severest attacks develop during or immediately after labor, it 
is obvious that labor should not be induced. 

The Interruption of Pregnancy on Medical Grounds. Hofmeier 1 draws 
attention to several cases where pregnancy was terminated for purely 
medical conditions. There were three cases of chronic nephritis in which 
the patient's general condition was bad. Two improved immediately 
after the uterus was emptied, but were permanently without relief, one 
dying from the disorder five months later. In two patients the child was 
dead and macerated at delivery. Chronic nephritis is considered so 
grave a disorder as to justify the induction of labor. 

A case of cardiac failure in a primipara having a deformed pelvis and 
transverse presentation of the child is also described. The patient was 
given rest and medical treatment, and delivered by Cesarean section 
with hysterectomy. Both mother and child made good recoveries, the 
mother being able to undergo severe exertion without great fatigue. 

In a case of diabetes complicating pregnancy at eight months, labor 
was induced followed by the birth of a dead child. The patient did not 
improve, dying four days after labor. It is thought that labor should 
be induced immediately in these cases. 

A primipara, aged twenty-one years, developed ascending myelitis 
early in gestation. The disease proved rapidly more violent, and the 
uterus was emptied. The patient recovered rapidly, but ultimately died 
from septic, infection caused by bed-sores. 

Hofmeier also describes a case of melancholia in pregnancy, with 
sleeplessness, in which the patient immediately recovered after the uterus 
was emptied, and subsequently passed successfully through pregnancy. 

Position of the Cecum and Appendix during Pregnancy. Fiith 2 writes 
upon this subject. By taking casts of the abdominal organs in 7 preg- 
nant women, Futh was able to study the situation of the cecum during 
pregnancy. He found it impossible to tell definitely before the abdomen 
was opened where the cecum and appendix could be found in a pregnant 
patient. Their situation varies greatly with the different months of 
pregnancy, in accordance with the anatomical peculiarities of the 
individual. 

1 Deutsche medicin. Wochenschrift, 1906, Nr. 17. 

2 Archiv f . Gynakologie, Band lxxvi, Heft 3. 
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The writings of others show that the position of the cecum varies so 
much as to make its location a matter of great difficulty. Thus in 100 
cases Treves found the cecum and appendix under the liver in 2; in the 
pelvis in 18; while Tarenetzki in studying 65 bodies, found the cecum 
higher than usual in one-third. On the contrary, Schieferdecker found 
the cecum lower than normal in all but 2 of 200 subjects. Writers dis- 
tinguish four locations of the cecum and appendix as practically 
normal : First, near the crest of the ilium; second, in the fossa of the ilium 
near the anterior superior spine; third, on the ileopectineal line; fourth, 
near the umbilicus. These varying locations depend considerably upon 
anatomical peculiarities in a given patient. 

Fiith believes that the growing uterus displaces the cecum at about the 
fourth month. The cecum is carried upward into the abdomen, and 
this location makes inflammation of the cecum and appendix more than 
usually dangerous. After labor the cecum descends to its usual level, 
but if the appendix has become adherent to the pelvic organs it is brought 
into the pelvis during the process of involution. After the fourth month 
appendicitis is more dangerous because of the location of the appendix. 

In 42 operative cases there were 10 of pregnancy in the third month 
with 3 deaths; in the remaining 32 cases there were 19 deaths. 

Icterus during Pregnancy and its Effect upon Mother and Child. Kehrer 1 
contributes a paper upon this subject. He first narrates cases of icterus 
which developed at the time of menstruation. Some of them were accom- 
panied by hysterical manifestations, and some followed exposure to 
cold. 

He' also describes a case of a multipara, aged forty-five years, whose 
organs of elimination all worked very sluggishly at the menstrual periods, 
and severe icterus developed with bleeding from hemorrhoids also. 

He also has collected a number of cases from the literature on the 
subject, and describes a very interesting case of catarrhal icterus during 
pregnancy, which terminated fatally. Upon autopsy, subcutaneous 
bleeding was found in various parts of the trunk, and subperiosteal 
hemorrhage in some of the limbs. On opening the cranium, blood was 
found beneath the pia mater. All the viscera showed minute hemor- 
rhages. In addition to these lesions, double crural neuritis developed 
with symptoms of osteomalacia. 

Kehrer calls attention to a catarrhal icterus which developed into acute 
yellow atrophy of the liver. He has also collected cases of cholelithiasis 
during pregnancy producing icterus. 

The interesting question is raised as to whether the source of the icterus 
may not be the fetus. He also describes 2 cases of icterus with pernicious 
nausea, albuminuria, and ptyalism. The symptoms in these cases 
were those essential to the acute toxemia of pregnancy. 

1 Archiv f. Gynakologie, 1907, Band lxxxi, Heft 1, 
U 
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Recurring icterus during gestation is observed most frequently about 
the fifth month. Severe cases are recorded in detail. 

The question is raised as to the precise connection between pregnancy 
and icterus, and it is thought that pregnancy predisposes to toxemia 
and that icterus is an extreme manifestation of this condition. 

The influence of icterus upon the child is described from various 
sources. In some patients, premature labor occurred, in others from 
40 to 50 per cent, of the children were stillborn. In one series of 31 
patients, 11 children survived, the others dying soon after birth. 

The author believes that many of these children are lost through the 
gradual development of a tendency to hemorrhage. It is curious to 
observe that in most cases children born of mothers who have icterus 
do not themselves show it. The placenta and amniotic liquid are often 
discolored in these cases. When the pregnancy goes to near term, if the 
child does not develop icterus it frequently shows signs of hemorrhagic 
diathesis, is weak, ill-nourished, and soon dies. 

Kehrer also describes experiments with drugs, as to their effect in 
producing icterus. He believes that many substances commonly sup- 
posed to produce this result do not do so. Benzoate of sodium injected 
into the mother has been isolated from the urine of the fetus as hippuric 
acid. 

But very little research has been made in the question of the trans- 
mission of acids and coloring material formed in the liver. Bile acids 
and bile pigment seem to pass through the placenta from mother to 
child. Kehrer experimented upon this subject by ligating the ductus 
choledochus and making intravenous injections of biliary acids. Rapid 
emaciation, severe jaundice, and inanition followed. There were, how- 
ever, no traces in the blood or urine of the fetus, or in the amniotic 
liquid of the biliary acids and pigment. It seems evident that the healthy 
placenta can prevent the passage of these substances from mother to 
fetus. Acid intoxication, then, in pregnant patients transmitted to the 
fetus from the mother is rarely observed. 

So far as the question of treatment is concerned, one must carefully 
distinguish between acute yellow atrophy of the liver occurring in preg- 
nancy, jaundice the result of inflammation of the gall-bladder and gall 
ducts, and that form of jaundice described as embryonal, or arising from 
the embryo. In cases of acute yellow atrophy the indication is to inter- 
rupt the pregnancy as soon as possible, and especially before nervous 
symptoms develop. It is a question whether pregnancy should be inter- 
rupted in inflammatory jaundice, and evidently in only the most acute 
cases should this be undertaken. 

If jaundice does not persist longer than two weeks, it is better to treat 
the patient by purely medicinal means. If, however, icterus lasts longer 
than two or three weeks, and increases in severity, pregnancy should 
be interrupted. The children in these cases do well at thirty-four weeks' 
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gestation in an incubator, fed upon asses' milk or upon the milk of a 
healthy wet nurse. 

It has been found that biliary acids pass into the mother's milk and 
may thus be taken up by the child. 

As regards cholecystotomy in the last months of pregnancy, the ques- 
tion is not fully decided. It seems rational to procure drainage in these 
cases if possible. 

On the whole, the treatment best adapted for pernicious nausea, 
ptyalism, and chorea, complicating pregnancy, seems also the best 
method of dealing with icterus. In cases of special danger to the fetus 
by recurring icterus, the life of the child can only be saved by discovering 
the cause of the icterus and removing it. 

If medicinal treatment fails, and operation is unsuccessful, pregnancy 
must be terminated. It is our hope that later some means may be found 
to neutralize biliary acids in the blood of the mother. 

Cholecystotomy in the Seventh Month of Pregnancy without Interrupting 
Gestation. Davis 1 reports a case of pregnancy at seven months, the 
patient having jaundice and moderate fever; the liver dulness was much 
enlarged and there was tenderness and rigidity over the gall-bladder. 

Under rest and local use of cold, morphine to relieve pain, and pur- 
gation, with a hot pack, the patient rapidly grew better. When the acute 
condition was passed, operation was performed, it being difficult to 
keep the intestines aside as the pregnant uterus pushed them into the 
womb. The gall-bladder was small and contained many calculi. It 
was excised, and the abdomen drained with iodoform gauze. The 
patient recovered, and four weeks and thirteen days after the operation 
the membranes ruptured, and a premature fetus was extracted by 
podalic version. The child survived but twenty-four hours; the mother 
made a good recovery. 

The Alterations in the Placenta, Cord, and Membranes Produced by 
Syphilis and their Relation to the Spirocheta Pallida. Mohn 2 contributes 
an interesting paper upon this subject and revives the literature as well. 
He examined 16 placentae, 15 umbilical cords and membranes in 3 cases. 

In the first group of cases, 4 placentae were taken; the first 2 showed 
hyperplasia of the villi, with increase in nuclei and infiltration with 
leukocytes. The entire placenta was thickened. Spirochete were found 
in the walls of the veins in 1 case of recent syphilis, but not in the 
placenta or membranes. 

In a second case these organisms were found in the placenta, although 
not abundantly. The umbilical arteries were free and the intima of 
the vein also, but the spirochete were found in the vicinity of the vessel. 

A detailed report is given in 26 cases. In these cases the placente 
were characterized by increase in size and consistence and friability, 

1 Bulletin of the Lying-in Hospital, New York, June, 1905. 

1 Zeitschrift f. Gyn&kologie und Geburtshulfe, 1907, Band lix, Heft 2. 
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and in 16 the spirochete were detected in 6, in some of the cases in a very 
small number. They were principally found in the villi of the chorion, 
not in the maternal portion of the placenta nor in the spaces between 
the villi. 

In 1 case the spirochete were found in the inner border of the syncytium 
in an infiltrated villus. It was never possible in these researches to dis- 
cover the parasites in the serotina. They were principally discovered 
in the villi of the chorion and in the fetal portion of the placenta. A 
granulation zone of hyperplasia could not be diagnosticated as syphilitic 
unless the parasites were found in the tissue. 

As regards the masses of cheesy deposit described by Thomsen as 
occurring eight times in 100 syphilitic placentae, Mohn recognized them 
twice in 26 cases. He does not consider them as demonstrating the 
occurrence of syphilis. He believes in general that in examining the 
placenta, syphilis causes no lesion which can be recognized as purely 
syphilitic and absolutely characteristic. The presence of a gumma or 
an abscess is strongly suspicious of syphilis; the overgrowth of connective 
tissue in the villi, infiltration of the leukocytes, obliteration of vessels, 
edema, filling and distention of the vessels of the villi, occasion a strong 
suspicion only of syphilis. They are positive in proportion to the degree 
of development, and when a number of conditions are present together. 

Syphilitic changes in the umbilical cord are very characteristic. An 
inflammation with exudate in the walls of the umbilical vessels, especially 
the veins, is the characteristic feature; there is also an increase in the 
connective tissue and a greater or less infiltration with leukocytes. 

Where the muscular tissue only was involved the infection seemed to 
be a milder and more recent one; when the leukocytes infiltrated the 
vessels extensively, the infection was more severe. Thickening of the 
intima of the vessels was not of the greatest importance, as the caliber 
of the vessels changed frequently with different degrees of contraction. 

So far as the relation of the spirocheta to these changes was concerned, 
the parasites were invariably present wherever the vessels were altered. 
They were present in smaller number in the arteries, and when discovered 
were invariably found in the umbilical vein. 

The question as to whether these changes are absolutely significant' 
of syphilis admits of discussion, for Thomsen reports similar findings 
in a case where cocci instead of spirocheta caused disease. He found 
the same conditions in another case where the etiology was not clear. 

In the membranes, we find out of thirty-six authors writing upon 
syphilis of the placenta but seven who mention, to any extent, changes in 
the membranes. Mohn examined the membranes in 18 cases of syphilis, 
and for a comparison, in 9 cases without syphilis. He found alterations 
in the amnion and chorion in 11 of the 18; in the chorion alone in 7, 
but in lesser degree. 

In the first 11 of these cases there was maternal syphilis in 5, and also 
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a suspicion of old gonorrhea with accompanying endometritis. The chil- 
dren in these cases were born macerated. In the remaining 6, the mothers 
had a vaginal discharge for some time; 2 of the children lived after 
birth; 1 perished immediately before birth; and 3 were born macerated. 

In the second group of cases the chorion was strongly infiltrated 
in 1 case of syphilis and gonorrhea in the mother, and the child was 
macerated. In the remaining 6, the infiltration of leukocytes in the 
chorion was very slight, the children were born living, although 5 of the 
mothers had chronic vaginal discharge during pregnancy. 

In the 9 non-syphilitic cases in which the membranes were examined, 
there was in 1 case a lessened leukocyte infiltration in both membranes, 
with maceration of the child. The mother had no discharge; in 6 cases 
the chorion alone seemed to be in some way affected, and the life or death 
of the child seemed to depend upon the degree of alteration; in 3 cases 
the mothers had chronic discharge, but the children were born living; 
in 1 of them the infiltration was well-marked, and in 2, very slight. In 
but 2 of the 9 cases were the membranes absolutely normal. 

Mohn draws the following general conclusions concerning structural 
changes in these cases: It is rare to find the membranes perfectly nor- 
mal, the chorion being more often infiltrated than the amnion. The 
amnion alone was never involved. 

Where the placenta is retained in the uterus, both membranes showed 
the invasion of leukocytes. Gonorrhea and endometritis produce marked 
effects upon the membranes, especially upon the chorion. 

It cannot be proved that syphilis of the mother alone produces infil- 
tration of the membranes with leukocytes, but the presence of spirochete 
would make the presumption of syphilis a very strong one. Syphilis 
in the infant alone does not produce changes in the membranes. 

Mohn has not been able to demonstrate the positive relations between 
changes of the membranes and infection of the fetus. Microscopic 
changes in the membranes seen in these cases are a discoloration or 
clouding, and marked thickening. 

As regards the spirochete, they seem to travel from the fetus through 
the umbilical cord to the placenta. Apparently the fetus is the direct 
source of such invasion. The parasites seemed to have been at first in 
the ovum derived from the .mother, or else to pass through the mother 
to the fetus during the early months of gestation, and thus to have made 
their way into the placental circulation. 

In 13 cases the umbilical cord showed the presence of the parasites 
positively in 7; the placenta in 6; in 2 cases the umbilical cord was free, 
while the placenta showed some of the germs; in 3 cases they were abund- 
antly found in the umbilical cord and not in the placenta. In 50 per 
cent, of the cases examined the parasites were present in the cord, 
and in 70 per cent, of cases where the parents were syphilitic the para- 
sites were found in the placenta. 



166 OBSTETRICS 

The statement that the spirochete are produced by methods of staining 
and examination, and that they are altered nerve fibers and the effects 
of silver staining, does not seem to have been established. The placenta 
does not contain nerves, and the germs are found under circumstances 
where they are definitely recognized. The connective-tissue fibers and 
fibrin filaments are often darkly colored in staining tissue, but never so 
darkly as the spirochete. The contour also is markedly different. 

Especially interesting as demonstrating the presence of the parasites 
is the fact that they are found in the bloodvessels among the corpuscles. 

The Effect of Operations and the Results Produced by Hemorrhage upon 
Mother and Child during Pregnancy. Neu 1 contributes a paper upon this 
subject. He reports 4 cases in which the performance of operations 
during pregnancy and the occurrence of hemorrhage seemed to influ- 
ence the mother and child. 

If a cause be sought for the interruption of pregnancy in some of these 
cases, and the continuance of gestation in others, or the occurrence of 
fetal death, the presence or absence of hemorrhage seems all important. 
If hemorrhage can be avoided operations of severity are borne com- 
paratively well by pregnant patients. 

Pregnancy and Labor Complicated by Separation of the Normally Attached 
Placenta. Wright 2 reports the case of a patient, about seven months 
advanced, who had severe abdominal pains while driving. The patient 
was a multipara. She expelled a dead child spontaneously, with large 
clots of blood, four days afterward. Examination of the placenta showed 
that it had been separated over one-half its area. 

In treating of the diagnosis of this condition, Wright calls attention 
to the fact that when the uterus is thin and distensible, and hemorrhage 
occurs, the womb enlarges gradually by the formation of a large clot. 
A valuable diagnostic sign is accorded by the slow and persistent enlarge- 
ment of the womb, and the absence of firmness. More valuable, how- 
ever, than this sign are the occurrence of shock and pain. There may 
be sufficient abdominal pain to suggest peritonitis, but if the hemor- 
rhage ceases and the clot is absorbed, these symptoms subside. 

In these cases Wright has found enemata of salt solution, morphine 
hypodermically, one or two doses of strychnine, ^ grain each, with the 
recumbent posture, the patient's head low, and the foot of the bed raised, 
to be the best treatment. External heat is often advantageous. 

The diagnosis in these cases is unusually difficult and most important. 
Before the uterus is emptied it is often practically impossible to accurately 
diagnosticate the condition. There develops a rapid anemia, and the 
womb is so altered in size and consistence that it cannot easily be pal- 
pated. Shock may be severe enough to simulate rupture of the womb. 

1 Archiv f. Gynakologie, 1906, Band lxxx, Heft 2. 
1 American Journal of Obstetrics, November, 1906. 
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Where external and internal hemorrhage are both present the case is 
plainer. 

The presence of clotted blood in the uterus produces interesting 
symptoms. At first, as a foreign body, it produces tonic contraction of 
the uterine muscle, which renders the womb so hard that palpation and 
auscultation are practically impossible. When, however, the hemorrhage 
is overwhelming, or when separation of the placenta follows traumatism, 
severe shock develops, and the uterus cannot be relaxed. In cases 
where the placenta is not separated by direct violence the predominant 
symptoms are those of collapse and acute anemia. If considerable 
shock be present, it contra-indicates operation. 

AtmokausiB and Subsequent Pregnancy. Myer 1 observed an interesting 
case where an effort had been made to obliterate the uterine cavity by 
atmokausis to check chronic uterine hemorrhage. Pregnancy, however, 
subsequently occurred. At five months profuse hemorrhage developed, 
which was checked by tamponing with iodoform gauze. It became 
necessary, however, to empty the uterus. 

The anterior wall of the womb was found greatly distended and thin,* 
while the posterior wall was much thicker than normal and had appar- 
ently been greatly altered by the treatment employed. The posterior 
wall was largely cicatricial in character, and hence could not dilate when 
pregnancy occurred. The anterior wall, however, in which the tissue 
had remained normal, became greatly distended and over-thinned by 
the growing ovum. 

Atmokausis may then expose the patient to increased danger should 
the uterine cavity not be obliterated and should pregnancy occur subse- 
quently. Those who have had experience with this method of treatment, 
have found that the uterine cavity is not completely obliterated in more 
than two-thirds of the cases, and hence the risk of pregnancy must always 
be considerable. 

Pregnancy Complicated by Multiple Sclerosis. Wagner 2 describes a 
case in which a primiparous patient was attacked with cramps forty- 
eight hours before she was brought to the hospital, the cramps gradually 
developing to eclampsia. The first region affected was that supplied 
by the right facial nerve, the convulsions extending into the left upper 
extremity. Pregnancy was immediately terminated under ether anes- 
thesia, and the patient was treated for eclampsia. The case, however, 
proved fatal, and multiple sclerosis of the brain and cord were found at 
autopsy. It was impossible to determine whether the convulsions were pro- 
duced by the sclerosis or whether the case was one of ordinary eclampsia. 

Changes in the Ovary in Normal Pregnancy. An interesting observation 
which may pertain to the question of ovarian pregnancy is reported by 
Hormann. 3 

1 Zentralbl. f. Gynakologie, 1907, Nr. 6. 

2 Ibid. 

8 Archiv f. Gynakologie, 1906, Band lxxx, Heft 2. 
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He has found and reproduced by photographs, conditions in the ovary 
during normal pregnancy which show that these glands become mark- 
edly altered. He finds that syncytial tissue, centrosomes, and fine 
intracellular fibers develop in the ovary during normal pregnancy. 

The question naturally arises, if such be the case, why may not the 
impregnated ovum itself lodge in the ovary and develop to some extent. 

Placenta Previa. Burger-Gray, 1 from the statistics of over 44,000 
births, has prepared a valuable paper. Among these the cases of pla- 
centa previa numbered 344, being 1 in 130. In other hospitals, placenta 
previa is said to occur in greatly different ratio, from 1 in 58 to 1 in 1500. 

It is most often observed between the ages of 31 and 35; 88.3 per cent, 
of the cases were in multipara, 11.7 per cent, in primiparae. A second 
pregnancy was present in 16 per cent. 

Multipara are more subject to central placenta previa. This danger 
increases with each successive pregnancy. In primiparae, central pla- 
centa previa is least frequent. 

Pregnancy is interrupted in central placenta previa in 68.7 per cent.; 
of these one-sixth were delivered before viability, and over one-half in 
premature labor. When the placenta previa is lateral, the patient goes 
most often to the end of gestation; as the placenta previa tends to become 
central, the danger of interrupting pregnancy increases. 

Central placenta previa is found most often in the last three months 
of gestation; in the ninth month, partial placenta previa is most common; 
in the tenth, lateral. 

It has been observed that women with abnormal pelves are more apt 
to have placenta previa than are those whose pelves are normal. Thus 
in 13.7 per cent, of the cases studied there was pelvic abnormality. It 
has been long recognized that twin pregnancy increases the danger of 
placenta previa. 

Vertex presentation of the fetus was present in seven-tenths of the 
cases; transverse and oblique presentation in about 20 per cent.; while 
the breech presented in about 10 per cent. 

Two-thirds or four-fifths of cases of placenta previa demand opera- 
tive treatment in delivery. 

The treatment of placenta previa most practised at the present day 
is undoubtedly the use of the tampon. The writer does not accept this, 
because he believes that the tampon encourages placental separation and 
tends to increase bleeding. Furthermore, it is uncertain and slow in 
action, and the patient may lose blood sufficient to greatly weaken her 
almost imperceptibly during the use of the tampon. Where the placenta 
previa is lateral or partial, rupture of the membranes is advised. 

Elastic bags are to lie preferred in these cases. WTiere the placenta 
previa is central it is best if possible to tear through the placenta, 

1 Monatsschrift f. Geburtshiilfe und Gynakologie, 1907, Band xxv, Heft 1. 
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introduce a bag above the placenta, and distend it. He reports 25 
cases satisfactorily treated in this manner. 

The classical method of treatment by combined version, Burger-Gray 
believes to be especially efficient. He employed this method in 83.8 
per cent., and the average time necessary was less than three hours; in 
99 per cent, of cases so treated the completion of version was marked by 
the cessation of hemorrhage. Where dilatation was present and the 
head was low, forceps was used, but this favorable condition was rarely 
present. 

The author followed the expectant plan of management in the third 
stage of labor in 70 per cent. He was able to use Credo's method in 
about 10 per cent.; in 18.9 per cent, it was necessary to deliver the 
placenta manually. The uterus having been emptied, a gauze tampon 
was employed in about 7 per cent. 

The mortality of these cases was generally considered about 6 per cent., 
varying greatly with the variety of placenta previa present. Thus in 
central it rose to nearly 16 per cent.; in partial to about 4 per cent.; in 
lateral to 3.2 per cent. 

The tendency in placenta previa to favor septic infection is shown 
when it is stated that 8 cases of pyemia developed among these 
patients; 20 patients were delivered by operation, and version was 
performed in 17 of them. 

So far as the puerperal period was concerned it was free from fever 
in 88 per cent, of the cases. There were 5 cases of fever from causes, 
outside of parturition. The morbidity of the mothers was stated to be 
9.6 per cent. 

Less than one-half the children were alive when born, and more than 
one-half were stillborn. Spontaneous labor was favorable for the con- 
tinuance of the child's life. 

It was interesting to note, in the treatment employed in these cases, 
that very little attention seems to have been paid to the prevention of 
postpartum bleeding. In my own experience this is a matter of 
great importance. Many patients are carried through delivery in pla- 
centa previa who succumb to profuse bleeding immediately after the 
birth of the child, or to septic infection, to which hemorrhage predisposes. 
Postpartum hemorrhage after placenta previa cannot be controlled by 
causing the uterine muscle to contract. The attachment of the placenta 
to the lower uterine segment causes sinuses to form and vessels to enlarge 
which are not compressed by the contraction of the uterine muscle. 
Hot douching may be of some value, but is not entirely efficient. 

In my experience it is especially necessary after delivering a patient 
with placenta previa to firmly tampon the entire genital tract from the 
fundus to the vulva. The cervix should be examined to detect lacera- 
tions occurring during delivery. As the cervix is usually abnormally 
soft in these cases, serious and even fatal laceration may occur. Such 
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should be immediately controlled by suture. Iodoform gauze should be 
used to thoroughly tampon the genital tract, special care being taken 
that the uterus is completely distended. Counterpressure should be 
made by a large pad placed above the womb, held in place by a many- 
tailed abdominal bandage, and a large compress placed over the vulva 
and perineum, upon which firm pressure is made by a T-shaped bandage, 
Strychnine and ergot may be given hypodennically, to increase arterial 
tension and to cause the muscles of the genital tract to contract. 

Burger-Gray does not specify the obstetrical operations employed in 
the delivery of these cases. Most of them were treated by combined 
version. Cases are occasionally seen where the cervix is unusually 
resisting and narrow and where combined version is impossible. In 
these cases, vaginal Cesarean section has been successfully performed. 
Abdominal section has occasionally given good results with these patients. 
Pregnancy after the Loss of One Kidney. An interesting opportunity 
to study the effects upon pregnant patients of the absence of the kidney 
was afforded Ferguson. 1 His patient was a primigravida, aged thirty- 
six years, in the last month of gestation. The fetal head was not engaged, 
but freely movable above the pelvic brim. The fetus occupied the first 
position — vertex presentation. 

During her pregnancy the patient had suffered from swollen legs, 
and occasionally from severe headaches. The day before admission 
she was suddenly taken with severe headache and flashes of light before 
the eyes. 

When admitted to the hospital her urine was highly albuminous, the 
patient was thin and pale, and there was considerable dropsy of the 
lower extremities, the vulva, and abdominal wall. 

She gave a history of having had scarlet fever in childhood, followed 
by nephritis. Nine years before admission to the hospital her left 
kidney had been removed as tuberculous. Although the patient 
endured the operation well, the wound did not close for a year after- 
ward. She finally made a good recovery. 
The pelvis was much contracted transversely and kyphotic. 
On a milk diet and complete rest her general condition improved, 
the quantity of urine increased, and the amount of albumin grew 
less. 

As the head had not engaged, labor was induced by bougies, followed 
by hemorrhage. A lateral placenta previa was present, the lower lobe 
of the placenta being considerably shrivelled. The membranes ruptured 
prematurely, and there was very little hemorrhage; de Ribes' bag was 
inserted, producing strong pains. Under anesthesia the cervix was 
dilated as well as possible, delivering the bag, and an effort was made 
to deliver by forceps. This failed, and craniotomy was performed, 

1 Journal of Obstetrics and Gynecology of the British Empire, March, 1907. 
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removing a child weighing 5 lbs. 13 oz. It was necessary to remove 
the placenta, as it seemed adherent. 

The patient made a good recovery, and was discharged well. The 
abnormal condition of the placenta was doubtless due in large part to 
the nephritis present. The case was of special interest as illustrating 
what had before been seen — the ability of the patient to pass through 
pregnancy having but one kidney. 

A Case of Congenital Closure of the Orifice of the Uterus in Pregnancy. 
Berczeller 1 describes 2 cases of this interesting congenital malformation. 
The first was a primigravida who had moderate hemorrhage from the 
vagina. On examination it was found that the vagina ended in a cul-de- 
sac. The anterior and posterior walls at the upper and middle third 
seemed to be joined together in a firm cicatrix. About three weeks after 
the examination the tissues were sufficiently softened by the advanced 
pregnancy to cause them to separate upon moderate pressure, and to 
bring to touch the vaginal portion of the cervix. Abortion occurred 
soon afterward, from which the patient recovered without complications. 
Later the patient had several normal labors. No adequate cause was 
known for the abnormality. 

The second case was that of a primigravida, aged thirty years, in the 
eighth month of pregnancy, who had suffered for several days with pain- 
ful uterine contractions. On admission to the hospital the womb was 
contracting strongly. The fundus uteri was between the umbilicus and 
the region of the stomach. Upon vaginal examination, the cervix was 
found greatly dilated and a tumor the size of a small orange terminating 
the cervix. 

Examined with the aid of a speculum, this tumor was found to be the 
lower portion of the cervix, which was firmly closed. By the use of a 
sound and slender forceps the cervix was dilated. On introducing the 
finger the chorion was found adherent to the mucous membrane of the 
cervix, and was readily separated when dilatation advanced. The cervix 
was then incised upon each side and the membranes ruptured, followed 
by spontaneous birth two and a half hours later. 

The cause of the closure of the cervix was thought to be the adhesion 
of the chorion to the cervical mucous membrane. 

I have recently operated upon a patient who sought advice because 
after marriage conception did not occur. The patient was otherwise 
healthy, and had menstruated regularly since girlhood. She was with- 
out pain or symptoms of disease. 

On examination the tissues were found to be thin and plentifully 
supplied with small fine bloodvessels. Near the urethra were two dis- 
tended glands containing an abundant sebaceous material. The hymen 
was unusually large and very sensitive to the touch; the vagina was small 

1 Zentralblatt f. Gynakologie, 1907, Nr. 23. 
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and ill-developed, and apparently terminated in a minute opening or 
dimple. 

It was impossible under ether to palpate the ovaries by bimanual 
examination through the vagina and rectum. A rudimentary uterus, 
tubular in shape and about two-thirds the usual length, could be made 
out at the summit of the vagina. 

The patient requested advice as to the possibility of impregnation 
and the successful termination of pregnancy. She was informed that 
excision of the redundant hymen and dilatation of the vagina could be 
performed, and that it might be possible, should impregnation occur 
through the growing ovum, to so develop the rudimentary uterus as to 
permit the formation of a viable child. Accordingly, the patient was 
again anesthetized, and this mode of operation carried out. 

The interesting question arises as to the dangers to which such a 
patient will be exposed should conception occur. Although the rudi- 
mentary uterus might develop to some extent, the growth of the ovum 
might be followed by rupture of the uterus. In this event, abdominal 
section would be the only safe procedure. 

If, on the other hand, the pregnancy continued to viability, a child 
could be born through the rudimentary vagina with the greatest difficulty 
only. This fact the patient appreciated, and was willing to submit to 
delivery by abdominal section to obtain a living child. 

The progress of the case will be observed with interest, and the patient 
will be instructed to report promptly if pregnancy occurs. 

No explanation was given for the malformation, as the patient's sisters 
are normally formed, and in her own family there is no such case upon 
record. She herself had been perfectly healthy in all other respects. 

Dislocation of the Spleen Complicating Pregnancy. Heil 1 reviews the 
literature of the subject, and draws attention to the fact that during 
-pregnancy dislocation of the spleen may occasion disturbance of the 
stomach and other abdominal viscera which may influence the course of 
gestation. The intensity of the symptoms produced will largely depend 
upon the patient's susceptibility to disturbance. In the cases reported 
the symptoms had been so obscure as not to attract the attention of the 
patient. 

The diagnosis of the condition during pregnancy must be difficult, and 
at times a dislocated spleen may be mistaken for a pregnant uterus. 
Should the spleen prolapse into the pelvis it would displace the pregnant 
uterus and might produce retroversion. 

The differential diagnosis between a solid ovarian tumor and dislocated 
spleen complicating pregnancy would be very difficult. Schauta reports 
a case in which he operated upon a woman three months pregnant, for 
a tumor supposed to be ovarian, and found a dislocated spleen with a 

1 Archiv f. Gyniikologie, 1907, Band lxxxi, Heft 1. 



PREGNANCY 173 

long pedicle. Its removal was followed by recovery without the inter- 
ruption of pregnancy. 

Bland-Sutton, Tridandoni, Savor, and Ullmann have reported cases 
illustrating the fact that the spleen may be removed during pregnancy 
without interrupting gestation or seriously affecting the mother. Should, 
however, the pedicle of the spleen become twisted, serious consequences 
might ensue. 

At labor a dislocated spleen could cause complications by prolapsing 
at the brim, and thus preventing the descent of the child. Should, how- 
ever, the spleen remain above the brim of the pelvis, and not be suffi- 
ciently large to make serious pressure, it might not complicate the 
course of labor. During the puerperal period, dislocation of the spleen 
need not occasion complication. 

Hubbard reports a case in which the patient perished eight hours after 
a long labor. At the autopsy it was found that the spleen had been 
dislocated, and by pressure of the contracting uterus had sustained a 
laceration which caused fatal bleeding after delivery. 

This accident is especially apt to occur in women who have suffered 
from malaria before or during pregnancy. 

Heil reports the case of a patient, aged twenty-eight years, who com- 
plained of violent backache, stating that four years previously she had 
aborted, and two years previously had given birth to a child. This was 
delivered by the use of forceps, the child having a malformation caused 
by amniotic adhesions. At this time dislocation of the spleen was diag- 
nosticated, and an operation was subsequently performed to anchor the 
spleen in the abdomen. This operation was not permanently successful. 

Upon examination the patient was found to have a greatly enlarged 
spleen extending nearly to the umbilicus. The uterus was retroflexed 
and the tubes and ovaries apparently normal. Pregnancy subsequently 
occurred and proceeded to a normal termination with spontaneous labor. 
The puerperal period was without complication. 

Curiously enough, the twin sister of this patient had also a dislocated 
spleen, and passed successfully through two pregnancies and labors. 

The second case cited was a primipara who during pregnancy suffered 
from repeated hemorrhages from the vagina and a bloody secretion from 
the breast. The fetus was in transverse position, and the patient suffered 
from vomiting. The discharge of the amniotic liquid occurred pre- 
maturely, and the fetal heart sounds gradually grew weaker. A dilating 
bag was accordingly introduced, when the hemorrhage which had oc- 
curred ceased, and the uterine contractions grew stronger. The bag was 
finally expelled, followed by a foot of the child, and during traction 
upon the foot a loop of cord prolapsed. The child was rapidly 
extracted and survived. 

The birth of the infant was followed by considerable hemorrhage, 
which was not checked by expulsion of the placenta and the adminis- 
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tration of ergot. Considerable bleeding persisted, and upon exami- 
nation with a speculum an extensive laceration of the cervix was found. 
The bleeding was finally controlled by tamponing with gauze. Hemor- 
rhage, however, recurred, and was again controlled by gauze pressure. 
The patient finally made a good recovery. 

Upon examination, a dislocated spleen as large as an infant's head 
was found near the centre of the abdomen. After the patient's recovery, 
she again became pregnant and was successfully delivered. 

Septic Infection and Abortion. This very interesting and important 
subject is treated at some length by Seegert. 1 The material was afforded 
by Olshausen's clinic in Berlin. 

Fever occurred in 15 per cent, of 15,000 cases of abortion. Among 
633 patients, 182 before receiving active treatment suffered from chills; 
among the entire number were 450 severely infected cases, of whom 
94 ended fatally. There were 82 autopsies. These showed that the 
symptoms are most severe in those cases where the complete emptying 
of the uterus was longest delayed. As a rule, the fever was terminated 
by the complete emptying of the womb. These cases were usually 
those of sapremia, where necrotic tissue was the principal cause of the 
fever, the germs present not being of the most virulent sort. 

In order to prevent serious infection, it is of the utmost importance 
in treatment that no artificial wound occurs in the lining membrane of 
the uterus and vagina. The womb should not be forcibly dilated, but, 
if necessary, tamponing with gauze is indicated until the womb is suffi- 
ciently opened to allow the physician to move the retained materials by 
the finger. A sharp instrument should never be employed in treating 
cases of abortion. 

When either maternal or fetal tissue remains in the uterus and actively 
virulent bacteria enter, sepsis at once develops. The bloodvessels and 
lymphatics become engorged with bacteria, and in emptying the uterus 
these vessels may be much disturbed and their septic contents emptied 
into the general circulation. Where the infection does not extend beyond 
connective tissue only the patient usually survives. If, however, the 
bacteria gain access to the blood current a fatal result usually follows. 

As illustrating these types, Seegert describes virulent cases dying within 
a week after abortion, when postmortem examination showed the vital 
organs in a condition of the most acute degeneration. In two cases the 
gas-forming bacillus was found not only in the womb, but in the blood 
and in the heart. Perforation of the uterus is most apt to occur in 
cases where septic germs are especially active and virulent. Extrava- 
sation of blood and the formation of hematoma may produce or follow 
perforation at the site of rupture. Endocarditis and embolism are 
recognized as secondary. 

1 Zeitschrift f. Geburtshulfe und Gynakologie, 1906, Band lvii, Heft 3. 
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Manifestations of sepsis following abortion in 5 cases are reported. 
They apparently were progressing favorably after operation, but fatal 
infection developed within a month. These patients most simulated 
malignant endocarditis, and usually retained placenta was present. 

It was interesting to observe in many of these cases how little evidence 
could be obtained by autopsy of any lesion in the genital tract, and 
especially of perforation. In 31 cases this was strikingly shown, in 6 
a definite lesion was discovered, and in 4 of them the abortion had been 
criminal; in the other 2 the uterus was completely perforated; in 5 not 
only were the lymphatics extensively involved, but the septic infection 
had invaded the veins, with the formation of septic thrombi. 

So constantly are these latter lesions found in criminal abortion that a 
clinician or pathologist is justified in deciding that a case of abortion 
becoming pyemic, with multiple thrombi and with pelvic exudate and 
metastases, has been either criminal or has developed from some arti- 
ficial lesion of the lining membrane of the genital tract. 

An interesting complication in these cases has been infection in the 
spermatic veins. This results in the formation of thrombi, which fre- 
quently extend to the vena cava. In 25 of these cases more than half 
were upon the right side, one-fifth were in the left, and both veins were 
affected in 6. The perimetrium was the site of thrombus in 12 patients. 

In 1 case the blood was found infected by staphylococci. Many of 
these patients had septic metastases, 31 cases being reported, and the 
lung was the site of the most virulent infection in 25. 

So far as treatment is concerned, the greater portion of pyemic patients 
may be successfully treated without operation upon the spermatic or 
hypogastric veins. In 70 cases of pyemia over 60 per cent, recovered, 
although after a long illness; 28.5 per cent, perished. Others affected 
by mental disturbance were transferred to other wards, or were removed 
from the hospital upon their own responsibility. 

In treatment, forced feeding and the free use of alcohol gave the best 
results. In some cases, hypodermic injections of quinine were made. 
Serum was not employed, nor preparations of silver. Phlegmasia was 
observed most frequently in general infection, with peritonitis. 

In these cases postmortem examination showed the endometrium, 
the peritotieum of the pelvis and abdomen, and the general lymphatics 
extensively involved. 

Septic Abortion and Occlusion Pessaries. The use of intra- 
uterine pessaries has fortunately become of rare occurrence. It has long 
been recognized that no foreign body may remain in the womb without 
producing irritation, and without giving entrance to bacteria. 

These facts are illustrated by a case reported by Wagner. 1 The 
patient, aged thirty-eight years, was admitted to the hospital in a serious 

1 Monats8chrift f. Geburtshulfe und Gynakologie, 1907, Band xxv, Heft 4. 
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condition. She gave a history of previous good health, with regular 
menstruation lasting five or six days. She had had six normal preg- 
nancies and parturitions, the last having occurred two years previously. 
The youngest child was nursed by the mother for eighteen months. 
Three months after it was weaned, menstruation returned regularly 
and normally. The last period was much less in quantity and in time 
than normally, but the patient did not believe it possible that she was 
pregnant, because she had worn an occlusion pessary. She was taken 
while nursing her children, who suffered from fever, with severe pain in 
the abdomen and sacral region. There was elevation of temperature 
alternating with a sensation of cold. This passed away in a few days, 
and she resumed the care of her children. After the patient had been 
about for two days, the pain in the back and abdomen returned, with 
moderate vaginal hemorrhage. This the patient supposed to be men- 
struation. 

After lifting, she was taken in the night with very sharp pain of a 
cramp-like nature, the discharge of blood clots, and a sensation of pros- 
tration, followed by chills and fever. 

On examination, the uterus was slightly enlarged, retroverted, the 
external os admitting a finger, the internal os undilated. A tampon of 
gauze was introduced and the patient brought to the hospital. 

On admission she was in severe collapse; the pulse could scarcely be 
felt, the mucous membranes were pale, and the patient was slightly 
jaundiced, with a dark color. This had developed within a few hours. 
There was colostrum in the breasts; the heart sounds were feeble, mur- 
murs were present; the lungs were apparently normal; the abdomen 
was relaxed, not distended and not especially sensitive; and the region 
of the liver dulness normal; there was dulness in both flanks, which 
changed somewhat upon altering the position of the patient. The 
entrance to the vagina was considerably discolored. 

After removing the gauze which had been placed in the cervix, the 
internal os admitted one finger. The uterus was slightly enlarged, 
retroverted, and in its cavity a mass of connective tissue and decidua, 
which was removed. Upon using the catheter a few drops of very 
bloody urine was removed 

It seemed evident that the patient was suffering from septic abortion, 
but it was difficult to understand her collapsed condition. 

The cramp-like pains in the abdomen and blackness of vision were 
referred to the pronounced anemic condition, possibly occasioned by 
internal hemorrhage through rupture of ectopic tubal gestation. 

The symptoms were so obscure that abdominal section seemed justi- 
fiable. Upon performing this operation, the fat beneath the abdominal 
wall and upon the parietal and visceral peritoneum was exceedingly 
dry. In the abdominal cavity was a clear, very yellow fluid, and no 
blood. The tubes and ovaries were normal, and as it was feared that 
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the abortion had been criminal, the uterus was carefully inspected, but 
without finding a perforation. The liver and gall-bladder were normal, 
and no cause was found for the jaundice. 

The patient improved after operation, and under the use of saline 
transfusions the pulse grew better, the general condition also, the tem- 
perature became normal, and the jaundice much less. The secretion 
of urine was very scanty, but always bloody, highly albuminous, without 
the coloring material of the bile and without casts and epithelia. 

Phosphorous poisoning was suggested as the cause of the icterus. 
Both husband and wife denied an attempt at criminal abortion, espe- 
cially as they had no suspicion that pregnancy was present. 

On the second day after operation, after a chill, the patient's tempera- 
ture rose very suddenly. The patient failed with great rapidity, and 
apparently became uremic, with convulsions. 

Cryoscopy showed a remarkably low freezing point in the blood. 
Thirty-six hours after operation the patient died in deep coma. 

Upon autopsy, edema of the brain, hydrothorax, parenchymatous 
degeneration of the heart and liver, swelling of the spleen, inflammatory 
changes in the small and large intestines, and acute hemorrhagic nephritis 
were present. In the parenchyma of the glandular organs was observed 
the coloring characteristic of hemoglobinuria; in the urinary bladder the 
mucous membrane was edematous; the uterus was somewhat enlarged, 
its walls very soft, and its inner surface covered with masses of discolored 
cells. At the fundus near the entrance of the left Fallopian tube there 
was a loss of substance in the muscular tissue whereby the thickness of 
the uterine wall had been reduced to 1 or 2 mm. At this region the color 
was a brownish red. In the ovaries there was a corpus luteum; the 
tubes showed no pronounced lesion; the lymphatics and bloodvessels of 
the uterus and perimetrium by macroscopic examination were unaltered. 

Upon microscopic study, evidences of inflammation were found in the 
perimetrium and at the left Fallopian tube; there were areas of infil- 
tration with leukocytes, and more pronounced evidences of inflammation 
where the uterine wall showed loss of substance; and also at the site of 
the placental attachment. At this point bacilli were demonstrated by 
colored sections, the streptococci and the bacillus of Loffler and Gram 
being present. 

Streptococci were found in the kidney. The diagnosis of the condition 
was septic abortion, following pregnancy in a womb in which had been 
worn for some time an occlusion pessary. 

The lesions were so suspicious of criminal abortion that the patient's 
husband was closely questioned to obtain an accurate history. He 
asserted that she had been practically confined to her house for a number 
of weeks with the care of her sick children; he reiterated that the patient 
thought she could not have been pregnant because she had worn an 
occlusion pessary, which she had obtained from a midwife. 

12 
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On examination, the pessary was found to be a slightly bent rod of 
of hard rubber, 7 cm. long, having upon its inferior end a disk 2 cm. wide. 
This was stamped with the word "obturator;" 1 cm. from the upper 
extremity of the pessary there was an ovoidal enlargement in the stem 
which prevented the pessary from slipping out from the internal os. 
The midwife had formerly furnished the patient with a silver pessary of 
the same shape, which the patient had worn, but afterward preferred 
the hard rubber. The patient had certainly been wearing the pessary 
two weeks before she was taken ill. 

The pessary was not sufficiently long to come in contact with the 
fundus of the uterus. As, however, the external os opened during the 
early pregnancy, the pessary probably advanced upward in the uterine 
cavity; as the uterus was retroverted, it seemed probable that the end of 
the pessary might easily have come in contact with the uterine wall 
during movements of the womb. The pessary might readily have been 
the medium of infection, as the patient had introduced it herself without 
practising antiseptic precautions. That such an occurrence was possible 
was demonstrated by Olshausen, who reported a case of peritonitis 
following the irritation produced by an intra-uterine pessary and unusual 
movement of the womb. 

In a second similar case he found the uterus perforated at the fundus 
by the pessary. 

The localization of the wound in this case, at the point where the 
Fallopian tube emptied into the uterus, was explained by the fact that 
the pessary was slightly curved, and might readily have been directed 
toward that point. 

The case becomes, then, practically one of instrumental and septic 
abortion. It is interesting to observe that other similar cases of perito- 
nitis with fatal issue are reported as following the use of various sorts 
of intra-uterine stem pessaries. 

Winckel and Olshausen have reported cases where conception occurred 
in spite of the use of the pessary. The merit of these instruments in 
protecting the patient from conception lies only in the fact that 
they usually terminate a, pregnancy through abortion. Those who sell 
them assure their purchasers that the instrument will certainly prevent 
the impregnated ovum from becoming adherent to the wall of the 
uterus. 

Biermer, among five cases in which these pessaries had produced severe 
symptoms, reports that of a patient who while wearing one of them 
had severe hemorrhage. On examination she was found to be pregnant; 
the pessary was removed, and on the following day a three months' 
fetus was expelled. Shortly afterward the patient again inserted a 
pessary, which remained for four months. Pregnancy again occurred, 
although the patient believed from her impairment of general health 
that she was tuberculous. There was a profuse purulent discharge from 
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the uterus and pains in the abdomen. After removal of the pessary 
these symptoms disappeared. 

Kefferstein reports the case of a patient who while wearing one of 
these pessaries conceived and had a premature labor at seven and a 
half months. Upon examination the disk portion of the pessary was 
found in the os uteri corroded and covered with blood and pus. During 
the puerperal period the patient had high temperature, with chills, 
vomiting, pain, and loss of sleep. Upon thorough examination the 
remainder of the pessary was discovered near the fundus of the uterus, 
embedded in the muscular tissue. 

It may be claimed that the dangerous results following the use of 
•these instruments depends upon their faulty construction rather than 
upon their employemnt. It is, however, clear that none of these instru- 
ments is absolutely efficient as preventing conception, and all of them 
are dangerous, as they wound the uterus and expose it to contagion under 
many conditions. They are especially dangerous because they are 
easily introduced, readily employed by midwives and ignorant abortion- 
ists, and, because simple in construction, are thought to be harmless by 
patients. 

There are upon record abundant instances where ignorant abortion- 
ists have introduced these pessaries, and where a patient herself has 
done so successfully even when six months advanced in pregnancy. 
Especially in multipara it is possible for a patient very easily with the 
finger to reach the os uteri by bearing strongly downward and utilizing 
abdominal pressure at the same* time. Cases are on record where a 
patient has succeeded in even touching the fetus in this manner. 

In 20 women who were not pregnant, all of them could readily touch 
the external os; 14 without a speculum could introduce a sound into the 
uterus, and 7 of these were successful upon the first attempt. 

Incarceration of the Pregnant Uterus Treated by Vaginal Cesarean Section. 
This comparatively recent operation has been applied to retroflexion and 
incarceration of the pregnant uterus by Benecke. 1 The patient was 
advanced five months, the fetus had perished, and the bladder had 
become infected. The cervix was dense and long and could be dilated 
with the greatest difficulty only. Upon performing the vaginal operation, 
the bladder wall prolapsed when the vagina was separated from the 
tissue surrounding the bladder. Rupture of the bladder occurred, fol- 
lowed by the evacuation of its contents. This was immediately sutured 
by catgut. It was found that the bladder had been caught between the 
uterus and the pubes, thus producing partial necrosis in its tissue. Upon 
opening the uterus anteriorly the fetus and appendages were readily 
removed and a gauze tampon inserted. After closing the incision the 
bladder was drained permanently by catheter. The region of the bladder 

1 Zentralblatt f. Gynakologie, 1906, Nr. 23. 
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was drained by small strips of gauze placed in front and behind the 
uterus. 

The patient made a good recovery, but passed through a mild attack 
of cystitis. 

Blood Pressure during Pregnancy and the Puerperal Period. Vogler 1 
gives the results of his study of pregnant women from the Women's 
and Child's Hospital in New York. 

He reaches the following conclusions: A normal blood pressure 
during pregnancy ranges from 100 mm. to 150 mm. Labor increases 
blood pressure, but in the puerperal state pressure above 150 mm. or 
less than 90 mm. is abnormal. Hypotension below 90 mm. usually 
follows profuse or long-continued bleeding; hypertension above 150 mm. 
demands close observation and prophylactic treatment; moderate tension, 
150 to 180 mm., is often seen in cases which proceed normally through 
pregnancy and labor. With a tension above 180 mm. the obstetrician 
must always fear eclampsia; high tension with convulsions indicates the 
emptying of the uterus; high tension with edema and cerebral symptoms 
uninfluenced by treatment is exceedingly dangerous even if no convul- 
sions occur. Interference with pregnancy is indicated. 



LABOR. 

The Cause of Labor. Although this interesting question has occa- 
sioned much discussion, it seems as far from solution as ever. Various 
observers have thought that labor occurs at the crest of the wave of blood 
pressure during the three or four weeks between the usual times of 
menstruation. This idea receives extended exposition by Schatz. 2 He 
observed that these periods seemed to be divided in a definite ratio. This 
seems especially true during the latter part of gestation. There is a 
marked difference between a physiological interval and an interval of 
time as ordinarily reckoned. The division is usually accomplished in 
multiples of two. A condition of the vessels in which variations of the 
blood pressure are excessively frequent naturally results in minute sub- 
division of the periods. This the author terms angioneurasthenia. 
When this is absent the vasomotor nervous system is more stable and 
better balanced. 

As an illustration of this, epilepsy complicated by pregnancy is cited. 
Most epileptics have a definite interval before the paroxysm, and this 
ratio is completely altered by the occurrence of pregnancy. 

A practical suggestion is made from these studies that the probable 
time of confinement may be ascertained by studying the blood pressure 
curve of a particular patient. If one can recognize the ratio of most 

1 American Journal of Obstetrics, April, 1907. 
8 Archiv f. Gynakologie, 1906, Band ixxx, Heft 3. 
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frequent high pressure, and the average interval between low and high 
pressure, he will find that labor is most apt to occur when blood pres- 
sure is highest. 

The Prognosis of Labor. The very interesting question of the possible 
prognosis of labor from the character of the pregnancy has been recently 
raised by Reynolds. 1 

In speaking of major obstetrical operations, Reynolds stated that for 
several years it had been his custom to study closely the type and charac- 
ter of a patient's pregnancy, and from this to forecast the character of 
the labor. He stated that he had been successful in this prognostication, 
and that he thought the principle of definite value in selecting important 
operations in ample time. 

The causes which tend to produce an unhealthful and debilitating 
pregnancy are primarily anemia, usually the result of toxemia. In 
many patients pregnancy adds additional nervous strain, which results 
badly and brings the patient to labor in a poor condition. 

Where a patient comes under the observation of a physician early in 
pregnancy, it is evidently his duty to increase her strength in every way, 
correcting toxemia and anemia, and bringing about, so far as possible, 
healthful and strengthening conditions. In proportion as this is success- 
ful, a patient may be safely trusted to overcome a slight disproportion 
between the fetus and pelvis; the labor should be terminated by the use 
of forceps or by version; where, on the contrary, the physician fails to 
establish a successful hygiene in pregnancy, he may often be obliged to 
choose, as an elective operation, one of the major surgical procedures. 

In discussing this paper, Edgar had not found the effort to prognos- 
ticate labor from the character of the pregnancy to be successful. While 
one could recognize essential anemia and severe toxemia, yet patients 
often deliver themselves unexpectedly without much assistance. 

Davis, in discussing the paper, stated that the element of age entered, 
in his opinion, very decidedly in the prognosis of labor. A young woman, 
although frail and apparently anemic, would often do better in labor 
than an older woman of greater apparent strength. So many surprising 
deliveries occur in young women where birth proceeds spontaneously, 
that his experience has taught him that this was an important factor. 

Dysmenorrhea as a Symptom of Abnormal Pelvic Conditions. 
Directly in the line with the effort to prognosticate labor by conditions 
in pregnancy comes the paper of Holden. 2 Holden analyzes 1000 con- 
secutive cases in the gynecological wards of the Johns Hopkins Hospital, 
to observe the relation between dysmenorrhea and abnormal pelvic 
conditions. It is evident that when a patient becomes pregnant, with 
abnormal pelvic conditions, pregnancy and labor are very likely to be 
complicated from this cause. 

1 Transactions of the American Gynecological Society, 1907. 

2 Surgery, Gynecology, and Obstetrics, May, 1907. 
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Holden concludes as follows: In 47 per cent, of all patients admitted 
to the gynecological wards, dysmenorrhea is present; in 23 per cent, 
it is caused by abnormal conditions in the pelvic organs; in 22 per cent, 
it is present coincidently with such conditions, but not caused by them. 
The pathological conditions most frequently seen as the causes of dys- 
menorrhea are retrodisplacements of the uterus, inflammatory pelvic 
conditions, and myomas. These account for nearly 90 per cent, of 
the cases of dysmenorrhea. Retrodisplacement is answerable for 41 
per cent., inflammatory pelvic conditions for 37 per cent., and myomas 
for 11 per cent.; 86 per cent, of nulliparous patients with retrodisplace- 
ments which cause symptoms suffer from dysmenorrhea. 

It would seem from this that the abnormal position causes the 
complication. Where women have retrodisplacements after childbirth, 
dysmenorrhea is much less common; yet 25 per cent, of nulliparae with 
retrodisplacements have dysmenorrhea, apparently caused by the 
abnormal position; 31 per cent, of pelvic inflammatory disease have 
dysmenorrhea from this condition; myomas cause dysmenorrhea in 
20 per cent, of the patients who have these tumors. 

The Prognosis in Breech Presentation. Ziezelmann 1 quotes the 
statistics of Lachapelle, who in 804 cases of breech presentation observed 
that 580 of the children were normal at birth, 102 were feeble, 115 died, 
and 16 were deformed or prematurely born. The ratio of fetal deaths 
in breech presentation was as 1 in 7. 

Bonnaire, in 527 cases, divided them into 215 of complete breech 
presentation and 312 of incomplete or partial. The fetal mortality was 
35 in the first and 31 in the second, after deducting the number of cases . 
where the fetus was macerated. 

Zeizelmann has studied 53 cases in the Maternity at Montpellier, of 
which 32 were complete breech presentations and 21 incomplete. The 
termination of labor in complete breech presentation was spontaneous in 
76 out of 100 cases. It was artificial in 7 — 3 primiparse, 4 multipara. 
Where the breech presentation was incomplete in 21 cases, labor termi- 
nated naturally in 12, artificially in 9. The fetal mortality in cases of 
complete breech presentation was 10.34 per cent.; in incomplete, 9.52 
per cent. 

Some Causes of Delay in Labor. Jones 2 contributes an illustrated paper 
upon this subject. His material embraces 383 cases, among which delay 
in labor occurred from cancer of the cervix in 1; tumor in Douglas' 
cul-de-sac in 1; brow presentation in 1; face presentation in 2; unfavor- 
able position of the head above the pelvic brim in 5; large size of the 
child in 7; contracted pelvis in 7; hemorrhage before labor in 8; trans- 
verse position and prolapse in 18; occiput-posterior rotation in 45; 

1 L'Obstetrique, March, 1907. 

2 Journal of Obstetrics and Gynecology of the British Empire, November, 1906. 
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rigor mortis in the body of the fetus in 3; anomalies of the cord in 10, 
and other causes in 125. 

By reference to text-books the primipara may be regarded as in natural 
labor for twenty-four hours, with a second stage of about two hours. 
The subsequent labor should not be more than half the time. The 
longest time regarded as normal in the second stage is eight hours; the 
shortest for a multipara, from ten to fifteen minutes. 

Jones' practice is to allow as much time as necessary for the first stage 
of labor. During the second stage he would not think of interfering until 
a full hour had elapsed without any advance at the presenting part. 

Among the causes for delayed labor, he cites three which have not 
received full consideration in books. These are: first, anomalous con- 
ditions of the umbilical cord; second, cadaveric rigidity in the fetus; 
third, failure of extension of the head in cases of vertex presentation. 
Jones draws especial attention to the third of these. 

So far as the anomalous conditions of the cord are concerned, its 
length alone is of but little interest. An excessive length very seldom 
produces complications. It is rare for the cord to be actually short, but 
when this complication is present the effects are obvious. 

The arrangement of the cord is of much more importance than its 
length. It may be prolapsed and twisted in knots and loops. Of these, 
looping is the most important and may produce very serious shortening. 
These are formed by the child passing partly, through a loop in a slack 
cord, or by rotation of the fetus, causing the cord to coil around the body, 
usually about the neck. Labor is retarded in the second stage as the 
pressure of the head upon the perineum is diminished, or the cord pulls 
the head entirely away from the pelvic floor. The same effect may be 
produced when the cord is but once around the neck, if the placental 
end be shorter and compresses a loop of cord on the fetus. These loops 
do not usually jam, but slip around the neck until the slack portion is 
taken up. If the cord is long enough, the child may be naturally born; 
if not, the effects of the shortening become evident. This condition 
of the cord is especially dangerous when the amniotic liquid has escaped, 
and in the absence also of vernix caseosa. 

Complicated loops cause much greater shortening. 

A case is described, with illustrations, in which at labor the cord was 
found about the neck and pulled tight. The movements of the fetus 
had been very strong until nine days before labor, when the mother 
was badly frightened upon the street. That evening the mother felt 
a violent movement in the uterus, followed by the cessation of movements. 
Labor was slow; the child was macerated and apparently dead about 
nine days previously. The violent movement on the part of the child 
caused the neck to pass through a loop in the cord, which had drawn 
tightly, producing asphyxiation. 

Loops may also delay labor by altering the normal presentation. 
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In two cases, the head, not engaging properly in the pelvic brim, was 
turned aside early in labor by the cord about the neck. 

The writer had also seen posterior rotation of the occiput caused by 
coiling of the cord. 

Cadaveric Rigidity of the Fetus was described, among others, by 
Parkinson, in 1874, when he related the case of a young woman charged 
with the murder of her newborn infant. The opinion, however, was 
expressed that the child must have been alive, because its body when 
found showed rigor mortis. It was thus considered unnecessary to 
hold an autopsy to demonstrate the previous independent existence of 
the fetus. 

Ballantyne has collected 29 cases of intra-uterine rigor mortis, Van 
Oordt describes 49, and Matts, 40. It seems abundantly established 
that every full-term child dying in the uterus develops rigor mortis. 
A stillborn child, however, may have died in utero, and stiffened and 
relaxed before delivery. 

The case is cited of a primigravida found to be at a standstill in labor 
with the os fully dilated, the cord prolapsed and caught between the 
head and pelvis, and pulseless. The patient was delivered with forceps 
after a slow and difficult extraction. 

As regards rigor mortis in premature fetuses, Hermann believes that 
fetuses under seven months do not have rigor mortis. Instances, how- 
ever, are on record in which a seven months' child dying in utero has been 
so rigid that delivery caused a rupture of the perineum nearly to the anus. 
The moment of death could not be ascertained, but the child died from 
premature separation of the placenta. 

The question of rigidity of the body before birth is of twofold 
importance: first, because it occasions difficulty in labor; and, second, 
because it is a point in medical jurisprudence. 

A further reason for delay in labor lies in the failure of the movement 
of extension of the head. Among the 383 cases studied, there were 42 
with this peculiarity. These were cases of vertex presentation in the 
first or second stage, not complicated by pelvic abnormalities, in which 
the uterine contractions were but slightly weaker than the average, but 
in which progress ceases when the head reaches the pelvic outlet. 

The possibility of spontaneous labor in these cases depends upon the 
width of the parturient canal, its direction, the internal rotation of the 
head, and also the extension of the head. Of these, the most important 
factor in producing delay in labor is the diminution in the width of the 
birth canal, making the inferior strait the tightest portion of the pelvis. 

The direction of the birth canal is altered, which results in the head 
being caught in the lower part of the hollow of the sacrum, and becoming 
there impacted. Increased resistance develops. 

Internal rotation is present in these cases in greater or less extent. 
The head may be turned from the transverse diameter to the oblique, 
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because the oblique is larger. Next in progress comes the diminution 
of the pelvis opposite the spines of the ischia. This is considered of 
much importance by Continental obstetricians. Some would even assert 
that the clue to pelvic mechanism is found in the spines of the ischia, the 
anterior inclined plane of the lateral wall of the pelvis directing the occi- 
put forward. By impaction against the lateral planes of the pelvis at 
the spines of the ischia the occiput advances from the side of the pelvis 
under the arch of the pubis. When the head is passing through the 
pelvic cavity its rotation resembles that of a screw, such as that employed 
by a copying press. 

Extension of the head, Jones believes to be usually brought about by 
the cervical spine. He illustrates this by manikin drawings and dia- 
grams. He has experimented with the head of the fetus in an artificial 
pelvis, where it was found that the thrust on the spine caused firmer 
flexion of the head and no tendency to extension. With a rigid spine, 
extension of the head does not occur. Extension of the coccyx during 
labor seems to play no part in facilitating rotation. 

The absence of parallelism between the axis of the uterus and the 
anterior wall of the birth canal is produced when the upper or posterior 
surface of the pubis is inclined to the brim of the pelvis at an angle greater 
than 90 degrees. When the fundus is resting farther forward than 
usual, thus changing the long axis of the uterus, it produces the same 
result; and when the uterus and posterior surface of the pubis is convex, 
the lower portion slanting away from the line of uterine action, where 
the anterior wall of the vagina ceases, a space is afforded for extension; 
and when the symphysis is situated upward and forward with relation 
to the sacrum, extension can begin sooner. The same results follow 
when the symphysis is shorter than normal, thus lessening resistance, or 
when the sacrum is straighter than usual. If the head is small in pro- 
portion to the pelvis, it can descend farther than when the head is large. 
The small fetus has more of its spine available for extension than the 
large one, which is an additional reason for its easier delivery. The 
larger portion of the head that is below the joint between the occiput and 
atlas furthers extension and thus furthers the birth of the child. This 
movement is not simply a movement of the cranium about a fixed point, 
but the child moves bodily forward almost in the arc of a circle. 

The mechanical advantage gained by the extension of the cervical 
spine is set forth at length by Jones, who states that the function of the 
cervical spine in the mechanics of extension is similar to that of a con- 
necting-rod of a steam engine. In the human subject the piston-rod is 
represented by the trunk of the fetus, the slide by the thorax and arms, 
which prevent the spine approaching the sacrum, and the connecting- 
rod by the neck. 

The thrust of the uterus results in a diverted movement of the neck 
and a travelling of the head in the direction of the outlet. 
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We have thus a gain in space and the same gain in power as in the case 
of the engine. This is illustrated by a wooden model which reproduces 
the movements of the head and trunk in parturition. 

The mechanical gain occurs in the expulsive force at the stage of labor 
when it is most needed. In normal cases the gain is sufficient to over- 
come the added difficulty due to the narrowness of the inferior strait. 
The bending forward of the spine laterally before rotation of the head is 
complete probably assists that movement. After this point has been 
reached the conditions become almost the converse of those which pre- 
viously existed. In the first place the widest part of the head has passed 
through the narrowest part of the bony pelvis, and is now opposed only 
by the soft parts of the pelvic floor and perineum, distensible parts, 
whose resistance is more easily overcome. Secondly, the pressure of 
the head on the perineum gives a strong reflex stimulus to the uterine 
muscle, increasing the strength and frequency of the contractions. The 
third altered condition is that of the cervical spine, which has under- 
gone extension, and its thrust is now exercised more nearly in the direction 
in which the head has to travel, which helps the head onward. The gain 
in power is considerable, varying with the inclination, and this must be 
a powerful help in bringing about expulsion. 

The head is finally brought into such a position that the pressure on 
the brow in the adjacent parts tends to cause true extension at the 
junction of the head and neck, when assisted by even a very slight action 
of the uterus. When at last this extension can occur it results in the 
rapid birth of the head. 

There are some circumstances connected with the mechanics just 
described in which operative assistance may be appropriate. 

Jones appends a table of 42 cases in which the progress of labor ceased 
when the head was low in the pelvis. As already stated, the height 
varied a little, but was sufficiently constant to indicate that the difficulty 
lay with the extension. It was usually impossible to say what circum- 
stances preponderated in preventing extension. The pains were notice- 
ably weak in some cases, the cord was short, and in others the head was 
large, or the fetus itself was largely developed. 

In addition to these causes the following conditions are found to be 
unfavorable to progress: 

If the upper and posterior surface of the symphysis is inclined at a 
right angle or less to the plane of the brim it is not divergent from the 
line of the uterine force, and the space which allows extension does not 
exist. In such cases, extension cannot take place until the spine has 
advanced sufficiently for several vertebrae to pass the level at the bottom 
of the pubes. The head must be pushed down upon the pelvic floor and 
flexed to the utmost degree. Some space is also gained by the pressure 
of the head against the sacrum. 

If the symphysis is lower than usual, with relation to the sacrum, or 
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the sacral curve is greater than normal, extension is also hindered. If 
the symphysis is longer than usual, the increase of length being down- 
ward, the same state of affairs exists. 

In the last two cases there is not only a diminished anteroposterior 
diameter at the outlet, but the extension of the neck is delayed. If 
the pubic arch is narrower than usual, delay is inevitable until the occiput 
reaches a part which is wide enough to permit its exit, and the last stage 
of extension cannot be passed. Rigor mortis may also interfere with 
easy extension of the neck; so may deficiency in the natural lubrication. 

In this latter case, artificial lubrication is indicated. 

A case is reported in which a patient suffering from delay in labor from 
this cause was placed upon her back with the hips raised, the thighs 
flexed, and a few drams of cod-liver oil poured into the vaginal pouch 
between the perineum and the head. A speedy delivery resulted. 
Sterilized liquid paraffin would be a better lubricant. 

Jones calls attention to the very slight obstruction or disturbance in 
the mechanism of labor which may turn the scale between a rapid spon- 
taneous labor and prolonged delay. 

As regards the treatment bf these conditions, the forceps will often 
unlock the impaction with but very brief traction, when the case will 
quickly come to a spontaneous termination. The forceps acts by com- 
pleting internal rotation, by straightening extension, or in both ways. 
The forceps application may be described in these cases as easy, and 
occasionally the head is born before there is time to remove the instru- 
ment. Jones believes that the temporary use of forceps is not to be 
neglected, and is often a valuable expedient. Slight traction at first 
should be made, followed by a pause. The head may advance or fail. 
Occasionally the weight of the instrument appears to check its progress, 
when the forceps should be removed to see what happens. Labor will 
often begin again. Should it not do so, the forceps should be reapplied 
and further traction made. Under strict aseptic precautions, repeated 
applications are not dangerous. Repeated unnecessary tractions 
without removal of the blades to allow the head to adjust itself are unde- 
sirable and may do harm. The handles should not be carried forward 
upon the abdomen until the greater diameter of the head has passed the 
vulvar outlet. When the forceps brings the head forward by traction 
it tends to procure birth with less impact on the perineum than occurs in 
spontaneous labor. The bulk of the blades, of course, increases the size 
of the object which has to pass through. 

Galabin and others believe that the ordinary forceps is best adapted 
for such cases, and that the inclination of the line of traction forward 
as the head passes the pelvic floor is an advantage rather than a dis- 
advantage, and tends to prevent laceration. It is a familiar observation 
that the use of forceps frequently saves the perineum from rupture by 
this action. 
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It is a familiar caution to use forceps intermittently. When, however, 
we consider the improvement of the mechanism of extension in the latter 
part of labor the intermittent use of the forceps becomes more important. 

The Influence of Narcotics upon Uterine Contractions. Kurdinowski 1 
has conducted clinical studies to determine the action of various narcotics 
upon uterine contractions. Chloroform, chloral, morphine, scopolamine, 
atropine, and viburnum prunifolium were all without effect upon uterine 
contractions, unless given in lethal doses. They then brought about a 
great diminution or permanent cessation of labor pains. 

Innervation of the Uterus. This interesting subject has been made the 
occasion for fresh study by Roith, 2 who found that the uterine muscle, 
in addition to the nerve fibers which pass through its substance, is 
stimulated from local ganglia situated in the pelvic connective tissue and 
cervix. The location of these ganglia explains in part the reflex stimu- 
lation often seen during the latter portion of labor. 

Scopolamine-morphine in Producing Analgesia during Labor. 3 The 
discussion upon this subject before the Obstetrical Society of Berlin is 
reported. Hocheisen quoted Viron and Morel as having used scopola- 
mine-morphine in 2000 cases, with 25 deaths; Roith in 4000 cases with 
18 deaths; while Wartapetion in using this analgesic had 50 per cent, 
of the children delivered asphyxiated. Gauss, 4 in Kronig's clinic, con- 
ducted 500 cases, with good results. Hocheisen and Bardeleben had 
between 120 and 130 cases in which the drug produced a light sleep, from 
which the patient was easily aroused. Gauss had good results in 76 per 
cent, of his patients. In the cases tried by Hocheisen and Bardeleben 
no result followed in 18 per cent., but this failure did not seem to be in 
proportion to the dose used. In 65 per cent, a light sleep followed. 
Unpleasant after-effects, such as redness of the face and throat, and 
thirst, were observed in 70 per cent. In some cases the disturbance was 
so acute as to lead to the statement that a physician employing this 
treatment must not leave the patient until the influence of the drug had 
entirely passed away. 

Disturbance of the pains of labor was observed frequently. In 24 
per cent, the pressure of the abdominal muscles was distinctly lessened; 
in 25 per cent, the use of forceps was necessary. The length of labor was 
increased, and postpartum hemorrhage was more frequent, one fatal 
case being reported. 

The placenta came away more slowly than when the drug was not 
employed, and during the puerperal period the involution of the uterus 
was considerably retarded. 

One case is reported in which after labor the patient was seized with 

1 Archiv f. Gynakologie, 1906, Band viii, Heft 2. 

2 Monatsschrift f. Geburtshulfe und Gynakologie, 1907, Band xxv; Heft 1. 

8 Ibid., Band lix, Heft 1. 4 Zentralblatt f. Gynakologie, 1907, Nr. 2. 
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violent disturbance in the action of the heart, and seemed to be in immi- 
nent danger for several hours. In 20 per cent, of the cases the pulse was 
slow and an occasional beat was missed. Disturbance of respiration 
and heart action of the child was not unusual. 

In discussion the general opinion prevailed that the method has dis- 
tinct disadvantages, and is not to be commended for the use of the 
general practitioner. In hospitals where patients are closely watched, 
its employment may be tried with the greatest precaution. StefFen 1 
and Lehmann 2 have also contributed articles on this subject. 

The Prevention of Injury to the Pelvic Floor and Perineum. Apfel- 
stedt 3 describes his method for preventing injury to the pelvic floor and 
perineum during labor. He places the patient upon her back with the 
thighs widely separated. The perineum is supported by four fingers of 
the left hand, the forearm resting upon the bed; two fingers are placed 
upon each side of the coccyx. With the right hand pressure is made 
with the fingers between the pubes and the occiput, thus controlling 
the passage of the head. The patient is told to count during strong 
expulsive pains to lessen the danger of laceration by voluntary efforts, 
unless she is under an anesthetic. In cases of laceration a fully curved 
needle is inserted at the centre of the wound and passed deeply into the 
muscular tissues close to the margin. This suture emerges on both 
sides, its outline being that of a heart. It is passed deeply and buried. 

Thigh Pressure in Gases of Transverse Presentation. No more annoying 
complication of labor exists than transverse position, often followed by 
prolapse of the arm or cord. 

At the recent meeting of the American Gynecological Society at 
Washington, May 7, 1907, King, of Washington, read a most interesting 
and instructive paper upon this subject. He had observed that in cases 
where women in labor develop transverse position of the fetus, and 
are without competent assistance, that they frequently strive to help 
themselves by assuming a squatting posture. When this posture is 
studied, it is seen that the thighs and feet are not parallel, but that 
while one foot rests squarely upon the floor the heel of the other is partly 
raised and the pelvis considerably inclined. The effect of this posture 
is to produce pressure upon the inner aspect of the thighs at points not 
opposite, and upon the uterine contents. Furthermore, the squatting 
posture inclines the trunk of the body forward, thus favoring the descent 
of the fetus through the pelvic brim. Uterine contractions are frequently 
stimulated by this maneuver, the result of the combined efforts being 
to produce spontaneous version. The head of the child is gradually 
forced downward, the shoulder lifted from the pelvic brim, engagement, 
descent, and expulsion, with rotation, occurring often without delay. 

1 Archiv f. Gynakologie, 1907, Band lxxxi, Heft 2. 
3 Zeitschrift f. Gynakologie, 1996, Band lviii, Heft 2. 
5 Berliner klinische Wochenschrift, November 26, 1906. 
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King has utilized this posture in several cases, with the best results. 
Where a patient is unable to squat by reason of exhaustion, something 
of the same effect may be produced by placing her upon her back and 
producing extreme flexion of the thighs. If uterine contractions be then 
stimulated, spontaneous version may occur. 

In discussion, several members of the Society related cases in which 
the mechanism described by King had undoubtedly been carried out. 
So far as was recalled, no one had previously described intelligently 
the reason for these cases of spontaneous version. To King belongs the 
credit of explaining this phenomenon and of adding a safe and valuable 
method of treatment to obstetrical science. 

While I have never had occasion to trace minutely the stages of version 
in these cases, I have in out-patient practice on several occasions seen 
cases similar to those described by King. They have usually occurred 
in multipara of considerable muscular development, where intelligent 
help was lacking and where the patient was struggling through labor 
as best she could. When seen by a physician these patients were squat- 
ting or kneeling by the bedside, and examination disclosed the transverse 
position and shoulder presentation. While preparations were being 
made to perform podalic version, strong labor pains developed and 
spontaneous version occurred. 

The attention of the profession should be directed to King's paper, so 
that further observations upon this subject may be secured. His method 
has the merit of being available without assistance, exposing the patient 
to no added risk of infection, and is thus especially valuable for those 
physicians who are without competent assistance in conducting cases 
of labor. 

Irreducible Shoulder Presentation. Bue 1 prefers the title "Irreducible 
Shoulder Presentation" to that usually employed, "Neglected Trans- 
verse Position." In studying these cases, he calls attention to the fact 
that such a presentation must result in one of two ways: If the fetus 
is below the contraction ring surrounded by the lower uterine segment 
the lower segment is dangerously thinned; otherwise the body of the 
child is above the lower uterine segment, held in the grasp of the expul- 
sive segment of the womb. 

In the first instance, with excessive distention of the lower segment, 
the patient shows the evidence of the abdominal condition by debility 
and a weak and rapid pulse. The contraction ring is plainly developed 
across the abdomen, and uterine rupture is imjninent. 

On vaginal examination the shoulder cannot readily be reached. 

In the second class of cases the patient suffers intensely from tetanjis 
of the uterine muscle. As the uterus is not much altered in contour the 
shape of the abdomen is ovoid, and the expulsive segment of the uterus 

1 Le Nord medical, February 1, 1907. 
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can be moved freely in the abdomen above the lower segment. The 
lower segment is relaxed, and upon internal examination the hard border 
of the expulsive segment can be discovered, and above it the child. In 
cases where the uterus is retracted, the life of the fetus has already been 
lost, and hence the mother should be delivered by some form of embry- 
otomy. Where the presenting part is within the overdistended lower 
segment this operation is easily available when the use of scissors or 
instruments is feasible for section of the fetal spine. In operating, the 
danger of rupture of the uterus should always be kept in mind. The 
lower uterine segment must be disturbed as little as possible. 

Where the body of the fetus is within the expulsive segment the case 
is still more dangerous. Before making section of the fetal body the 
hand should be introduced, and if the neck can be reached it may be 
severed by scissors, guarded by the fingers. Prolapse of the upper 
limbs in these cases may add greatly to the difficulties of the operation. 
Where the child is within the grasp of the upper expulsive segment it 
may not be possible to reach the neck as the trunk presents. Various 
forms of operation are indicated by which the trunk of the body may be 
severed and impaction released. After this has been done, version or 
extraction must be attempted. 

In operating upon these cases I have found it of the greatest impor- 
tance that the wedge formed by the apex of the shoulder, the scapula, 
and thickness of the child's body should be decomposed before extrac- 
tion is attempted. Sometimes the removal of but a portion of the 
fetal body suffices for this purpose. A prolapsed arm may be removed 
from the shoulder at the scapula and the clavicle be severed at the same 
time. This results in very considerable diminution in the size of the 
fetus, and will often permit extraction to take place. In cases where 
the body of the child is tetanically held in the upper expulsive segment 
the use of choloroform as an anesthetic is indicated. Especial care 
must be taken in these cases to empty the bladder completely by catheter, 
as injury to its mucous membrane may readily occur during version. 

Labor Obstructed by Osteosarcoma of the Pelvis. Ray 1 reports the case 
of a patient who eighteen months before admission to the hospital had 
given birth to a child. During the present pregnancy the patient suffered 
considerably from pain in the hips. She had lost weight, and had become 
very constipated. When labor developed and vaginal examination 
was made, a tumor attached to the sacrum was found about the size of 
a child's head. The tumor had obscure fluctuation, and was accord- 
ingly incised, the patient being under ether. The tumor was found 
to be smooth, tense, and elastic, and was freely opened. A discharge 
of blood occurred, and two hours later labor gradually developed. This 
was terminated by a difficult version, the operation being followed by 

1 British Medical Journal, January 26, 1907. 
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the death of mother and child. Upon examination an osteosarcoma of 
the sacrum and coccyx was found. j 

The Prevention of Difficult Labor. Hermann 1 draws attention to deaths I 
following labor from septic infection and disproportion between mother 
and child. In cases where fetal malpresentation is inevitable, or hemor- 
rhage threatens, the death of the mother should be prevented. The 
mortality following eclampsia, rupture of the uterus, even in spontaneous 
labor, or an acute septic process of the liver, is beyond our power to 
anticipate or prevent. Pelvimetry will enable us to recognize dispro- 
portion, and by vaginal examination pelvic tumors can be detected. 
Pregnant patients should be examined when the seventh month has 
passed, and efforts made to correct, if necessary, an unfavorable pre- 
sentation. The fetus can usually be turned by external manipulation 
if the back is posterior. In oblique positions, manipulation is usually 
successful in bringing the head to the pelvic brim. It is often very diffi- 
cult to turn the child by external version in breech presentation. 

In moderate disproportion the induction of labor by bougies, followed 
by the use of bags or solid dilators, is indicated. When there is doubt 
regarding the safe passage of the viable child through the pelvis labor 
should not be induced, but the patient should go to the end of pregnancy 
and be delivered by abdominal section. 

For weak uterine contractions the forceps should be carefully employed. 
In cases where labor is obstructed, and the mother has become exhausted, 
abdominal section should be avoided, and craniotomy elected. This 
should be done as early in the case as possible. 

Hermann would treat all cases of bleeding from placental separation 
by abdominal section. Placenta previa should be managed by the intro- 
duction of dilating bags. It is most important to remember that efforts 
for delivery should always be made while the uterus is contracting, 
and that if this is neglected postpartum hemorrhage may be expected. 
If the uterus is not completely emptied, postpartum bleeding often 
occurs. 

Brow Presentation with Posterior Rotation of the Chin. Leo 2 observed 
an interesting case in a young primipara who had a flat pelvis. Labor 
developed spontaneously, the anterior fontanelle being in front, the chin 
posterior, and the brow presentation gradually forming. The forces of 
labor were vigorous and the expulsion of the child was spontaneous. 
The first portion of the fetal head to appear was the anterior corner 
of the right parietal bone, followed by the forehead and face, the chin 
coming last. The head sank sufficiently to permit the occiput to pass 
beneath the symphysis, which terminated the birth of the child. The 
fetus was well nourished and normal. 

1 British Medical Journal, June 30, 1906. 

2 Zeitschrift f. Geburtshulfe und Gynakologie, 1906, Band lviii, Heft 1. 
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Although posterior rotation of the chin is usually supposed to indicate 
impaction and impossible labor, this must not be accepted as inevitable. 
If the pelvis is large, spontaneous birth may yet occur. Where the 
mother's pelvis is flattened, presentation of the brow often results, and 
especially if the abdominal muscles in these cases are weak. If the child 
becomes fixed in the pelvis the brow presentation persists. As the soft 
parts become overdistended the forces of rotation are lacking. In 
view of the occasional spontaneous termination of these cases the 
physician must not interfere hastily. 

Advanced Extra-uterine Pregnancy. Sittner 1 reviews the subject of 
advanced ectopic gestation, and adds 2 cases of abdominal pregnancy 
from his own practice. 

One of his cases was that of a woman pregnant for the fourth time 
who had a considerable swelling on the right side of the uterus. Pain 
and collapse, with vomiting, gave rise to a suspicion of ectopic gestation. 
Operation, however, was not performed. The patient had pain at inter- 
vals and had progressive emaciation and weakness. When seven months 
advanced the uterus could be distinctly outlined on the right side, while 
on the left of the abdomen the fetal body could be made out. On 
abdominal section the placenta had attached itself to the bowels in the 
right lower portion of the abdomen, the child occupying the left side. 
. Neither amniotic liquid nor membranes could be found. 

In speaking of the difficulty of diagnosis in these cases, in 77 cases of 
extra-uterine pregnancy a diagnosis of inflammation of the Fallopian 
tubes was made in 7. When abdominal pregnancy is probable the best 
treatment seems to be to delay operation until the child has died. When 
operation is done with a living child a mortality of 80 or 90 per cent, 
is reported, but after fetal death the mortality is 37 per cent. In some 
cases, however, delay has resulted in a fatal issue through the detach- 
ment of the placenta and hemorrhage. 

In general, from a large collection of ectopic gestations in those 
not subjected to operation the mortality was 68 per cent., and in those 
operated upon 23.6 per cent. 

When the results of bleeding from separation of the placenta are con- 
sidered the chances lie in favor of early operation, before the child has 
died, as giving the mother the best chance. 

So far as the children are concerned, the mortality of children delivered 
from ectopic gestation varies from nineteen times to twice as much as 
the mortality of children born after the usual pregnancy. Statistics show 
that about 50 per cent, of children born alive after ectopic gestation 
reach adult life. Accordingly should the mother elect to try to secure 
a living child, the effort may be made. This effort, however, exposes 

1 Archiv f . Gynakologie ; Zentralblatt f . Gynakologie ; Deutsche medicin. Wochen- 
schrift, 1906, Nr. 30. 
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the mother to additional danger from peritonitis, complications of the 
urinary organs, emaciation, and the constant danger of rupture of the 
fetal sac. 

At operation, the question arises as to whether the placenta should be 
completely removed or left, and the membranes stitched to the edges of 
the abdominal incision. In a collection of 107 cases where the placenta 
was entirely removed, the mortality was 18.8 per cent., and where it was 
but partially removed, 57.4 per cent. 

The three difficulties most commonly experienced on attempting com- 
plete removal are adhesions of the placenta and membranes to the viscera, 
the development of the gestation sac in the broad ligament, and atypical 
position of the placenta in the pelvis. These occur in relatively 10, 25, 
and 37 per cent. These statistics are based on a collection of 126 cases 
when operation was done after five months' gestation with a living child. 

Sittnej* also collected 14 cases where the mother had been operated 
upon twice for ectopic gestation. So far as literary research goes, in four 
cases only has the same surgeon had three abdominal pregnancies. 

Landau 1 publishes a third case of ectopic pregnancy with a living child, 
the patient, aged thirty-nine years, having had four parturitions previously. 
There had been no miscarriages. The left ovary had developed a tumor 
which was removed. At this operation gauze was left accidentally in 
the abdomen, resulting in an abscess and fecal fistula. The gauze was 
removed and the fecal fistula healed in about five months. An 
abdominal hernia developed in the wound, and during this time men- 
struation apparently came on with a brownish discharge which lasted 
for several weeks. The patient had an attack of sudden pain which 
was thought to be probably obstruction of the bowels. There was no 
elevation of temperature, and a movement of the bowels occurred after 
a high injection of oil. After this the patient again had uterine bleeding 
and pain and vomiting. A tumor developed, and the patient's prostra- 
tion was so great that a probable diagnosis of cancer of the bowel was 
made. As menstruation remained absent, and the abdominal tumor 
increased, a diagnosis of ectopic pregnancy or fibroid of the uterus was 
made. The patient gradually grew better, and fetal movements were 
felt, accompanied by much pain. The patient had a poor appetite, 
with vomiting. 

On admission to the clinic, owing to intestinal adhesions, it was impos- 
sible to make a clear diagnosis. It was thought that the enlarged uterus 
could be made out with the back of the child toward the left. It was 
determined to induce labor, and a dilating bag was inserted in the uterus. 
This caused pains, which gradually died away. The uterus was exam- 
ined and found to be empty, the fetal sac being upon the right and 
above the womb. Heart sounds could be heard. 

1 Berliner klin. Wochenschrift, 1906, Nr. 32 
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On operation it was difficult to separate the adhesions, but by making 
two incisions at right angles the tumor was outlined and an effort made 
to deliver the fetal sac through the womb. The sac ruptured and the 
child and fluid were discharged, the child living and crying lustily. The 
sac was brought out through the wound and the aorta was compressed, 
while adhesions with large vessels were ligated and divided. A pedicle 
of the sac could be made out by the right broad ligament, and the base 
of the ligament was ligated after carefully freeing the ureter. The sac 
was removed and a packing of gauze inserted in the pelvis. Mother 
and child made a good recovery. 

Seeligmann 1 reports the case of a multipara whose menstruation 
ceased for three months, followed by symptoms of ruptured ectopic 
gestation. The uterus was enlarged, but no other tumor could be found, 
and the patient was discharged from the hospital. The abdomen 
continued to enlarge, and the patient suffered from jaundice and pain 
in the region of the liver. The movements of the child became strong, 
but gradually ceased. This was followed by the cessation of jaundice 
and the sound of the fetal heart. The discharge of membranes occurred 
from the vagina and decidua was removed from the uterus. The uterus 
was found to be empty. 

Upon opening the abdomen the enlarged uterus and the fetal sac had 
no connection. A macerated child was delivered and the sac fixed to 
the abdominal incision. The placenta was traced to the liver and gall- 
bladder and the parietal peritoneum. Very free hemorrhage followed 
the attempt to separate the placenta, and very firm tamponing with 
towels was necessary to stop the bleeding. These were removed two 
days afterward when the hemorrhage had ceased. Normal salt solution 
was used daily to irrigate the cavity, and packing was continued. In 
two weeks an offensive odor had developed, and another effort was made 
to remove the placenta, but bleeding again became so excessive as to 
require the tampon. Eight days afterward, when the patient had a 
temperature of 103°, it was found possible to remove the placenta 
and membranes from their attachment. The patient then made a 
rapid recovery. 

The Choice of Methods of Treatment in Dealing with Ad- 
vanced Extra-uterine Pregnancy after Fetal Death. Barnsby 2 
concludes that if the child has been for some time dead, and the circu- 
lation of the placenta completely cut off for several weeks, the sac should 
be completely removed. When the child is alive, and the circulation of 
the after-birth active, the sac should be attached to the edges of the 
abdominal incision, and the operator should wait before attempting to 
remove the placenta. This course should be adopted in all cases after 

1 Deutsche medizin. Wochenschrift, 1906, Nr. 22. 

2 Review of Gynecology and Abdominal Surgery, June, 1906. 
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the seventh month. It is only in those cases where the sac is not adherent 
to surrounding viscera that it can be entirely removed. 

Intraligamentary Pregnancy at Full Term. This very rare 
occurrence is reported by Rodiger. 1 This patient passed through an 
apparently normal pregnancy, when labor pains occurred, with bleeding 
and the passage of decidua. Fetal movements ceased, the pains grad- 
ually died away, but the bleeding recurred at intervals. 

The uterus was empty, and a cystic swelling was found above the 
umbilicus. The tumor could not be moved, but the child's head could 
be felt through the vagina. There was free secretion of milk. 

On abdominal section the fetus was found in the broad ligament and 
removed. The edges of the sac were stitched to the abdominal incision, 
and about a quart of amniotic liquid was discharged, a greenish mem- 
brane lining the sac. The child weighed 8 pounds, and was macerated. 
The placenta was allowed to remain, and the sac irrigated with salt 
solution and packed with gauze. Twenty days after the operation the 
placenta was discharged without bleeding. Three weeks later the 
wound closed without a fistula. On examining the patient three months 
afterward there was no trace of the sac, and the womb was movable 
and in the normal position. 

Ectopic and Entopic Pregnancy Occurring at the Same Time. 
Fleuront 2 describes the case of a primipara who early in pregnancy had 
severe pain and bleeding. After temporary improvement these symp- 
toms again occurred, with the development of tumor on the right side 
and enlargement of the uterus. These two could not be distinctly 
separated. 

A diagnosis of ruptured tubal gestation with abortion and hematocele 
was made. Upon operation this was found correct, and the sac and 
hematocele were removed, and intra-uterine pregnancy found to be 
present. The extirpated tube showed the characteristic changes of 
tubal gestation. The patient carried the fetus in the uterus three months 
longer, and then had abortion with adhesion of the placenta. The two 
pregnancies dated from the same time. 

The Physiology and Symptoms of Tubal Pregnancy. Bonney 3 
contributes a paper upon this subject. He concludes from his researches 
that intramural rupture causes sudden pain over the pregnant tube, 
and that this pain ordinarily ceases in a short time. Severe shock or 
faintness does not develop. Bleeding from the vagina may be present 
in this and in subsequent rupture. 

A secondary rupture into the wall of the tube causes severe pain, 
frequently repeated, resulting from the distention of the tube by persist- 
ent hemorrhage. When clots so formed are examined, it is found that 

1 Zentralblatt f. Gyniikologie, 1906, No. 31. 

2 Miinchener medizinische Wochenschrift, 1906, Nr. 37. 

3 Archives of the Middlesex Hospital, 1906, 
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the color differs in different layers, thus resembling clots winch occur 
in aneurysm. 

Severe symptoms develop, and a tumor forms when the pregnant tube 
discharges blood, or the rupture opens into the peritoneal cavity as well 
as into the tube. 

When the pregnancy opens the peritoneal cavity alone, this accident 
occurs early, and when the impregnated ovum has been situated in the 
isthmus of the tube. These are the most severe cases where fetal 
hemorrhage may be developed speedily. The tube is so little enlarged 
that the change cannot be well recognized, and blood is poured out so 
rapidly that no tumor forms, but the blood flows into the peritoneal 
cavity. The most common symptom in these cases is general enlarge- 
ment of the abdomen with tympanites. The blood does not gravitate 
sufficiently to give rise to dulness on percussion along the sides of the 
abdomen. 

Rupture of an ectopic gestation through the broad ligament seldom 
occurs, and produces pain and more or less collapse which recur, and 
physical signs of pelvic inflammation, but without rise of tempera- 
ture. 

Rupture of the wall of the pregnant tube invariably results in the 
death of the ovum. When a gestation sac is found at operation in the 
peritoneal cavity, or between the folds of the broad ligament, it is evident 
that the ovum was discharged at the first rupture in this situation. 

Vesical Calculus as a Cause of Dystocia. This unusual condition is 
reported by Wagner. 1 This patient was a primipara, aged thirty-six 
years, brought to the hospital because labor did not progress. The 
patient was pregnant for more than nine months, and fetal movements 
were plainly felt. Since the eighth month the patient could not walk 
because motion caused severe pains in the lower abdomen, and even 
lying or sitting was painful. Four days previously amniotic liquid was 
discharged, and the patient had had vigorous pains for about five hours. 
The patient was positive that she felt fetal movements. 

On examination it was observed that the patient could not empty 
the urinary bladder. The bladder was evidently distended. The uterus 
extended up beneath the sternum, the lower uterine segment was not 
distended, the position and presentation of the child were normal, and 
the head had begun to enter the upper pelvis. The fetal heart sounds 
could not be heard. The pelvis was justominor. 

On internal examination the membranes had ruptured, the head 
was transverse in the pelvic brim, and the cervix considerably dilated. 
The head was not excessively large, and it was difficult to find a reason 
for its failure to descend. On repeated examination a hard tumor was 
found just behind the symphysis pubis which at first thought seemed to 

1 Zeitschrift f. Geburtshulfe und Gynakologie, 1907, Band lix, Heft 2. 
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be an exostosis. On examining the bladder with a sound it was evident 
that the tumor was a vesical calculus. 

On questioning the patient closely, she described the characteristic 
symptoms of bladder irritation with altered urine which pertain in these 
cases. The patient was given morphine for her pain, and an effort 
made to push the vesical calculus up and to extract the child. Should 
this fail, it was determined to do craniotomy, as heart sounds could not 
)>e heard, and the patient had been repeatedly examined. 

Under deep anesthesia it was possible to push up the stone, when 
craniotomy was done and the child delivered in a condition of beginning 
maceration. The patient recovered from childbirth, and an rr-ray photo- 
graph was taken, showing the stone in the bladder. The placenta 
was adherent and was removed by the hand, accompanied by consider- 
able bleeding. The urine showed the characteristic conditions of vesical 
calculus. 

When the patient recovered from childbirth, she declined operation 
for stone because she feared the development of a vesicovaginal fistula. 

In reviewing the literature of the subject, writers agree that the diag- 
nosis of vesical calculus can be made during pregnancy, and that the 
stone should be removed as soon as possible. The danger of fistula and 
cystitis, if the stone is allowed to remain, is very considerable. 

In 37 cases reported, the stone was removed by operation in 10, and 
in none of these was pregnancy disturbed; 14 of these patients had 
spontaneous labor; in 3 of them their symptoms were made worse by 
labor, as the bladder was injured by birth pressure. In most of the 
cases incontinence of urine and fistula developed; in 23 cases some 
operation was necessary to deliver the child; in 5 cases the stone was 
first pushed away from the pelvic brim, when spontaneous labor 
occurred in 1 and operative delivery in 4; in 10 cases various obstetrical 
operations were necessary and in 8 cases the stone was first removed, 
and labor or operative delivery then developed. In some of the cases 
reported multiple calculi were present in 190 small stones. Cesarean 
section was performed in 1 case and seriously considered in another. 
In 5 of the 10 cases either incontinence of urine or fistula developed. 
These cases were also terminated by instrumental delivery. 

One extraordinary case is reported by Koczurowa, in a woman who 
had for three years suffered from vesical calculus, and in whom labor 
had lasted for three days, with the discharge of foul amniotic liquid. 
A greenish-black mass finally protruded from the vulva, and the mid- 
wife in attendance scratched upon it with her finger nail. The urine 
was then discharged with a calculus as large as a hen's egg, and two 
hours afterward labor terminated spontaneously. A large vesicovaginal 
fistula formed, which healed without treatment. 

The best results in these cases are obtained by opening the bladder 
through the vagina. 
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Ventral Fixation of the Uterus as a Cause of Dystocia. 
Ingalls 1 contributes a paper upon this subject, reporting three cases in 
which ventral fixation of the uterus caused dystocia. 

The first patient had a retroverted uterus which was firmly fixed by 
operation to the anterior abdominal wall. Pregnancy developed and 
continued to term, the pelvis being slightly contracted. Labor came 
on imperfectly without typical labor pains, and under chloroform 
version was tried unsuccessfully. When full dilatation developed the 
patient had constant pain without expulsive effort, and internal version 
was again attempted. When the hand was introduced to grasp the feet 
a shelf of tissue was found on the anterior wall of the uterus, which made 
it impossible to make out the child clearly. On further examination 
it was found that the uterus had ruptured and that the intestine had 
prolapsed into the womb. 

On opening the abdomen the rupture was through the posterior wall, 
which had been greatly thinned, and a dead hydrocephalic fetus was half 
in the uterus and half in the peritoneal cavity. The uterus was ampu- 
tated above the cervix and removed with the appendages. The perito- 
neum was closed over the stump, and the abdominal wall closed. The 
patient developed puerperal mania of extreme violence, from which she 
gradually recovered. One stitch became infected and there was profuse 
purulent vaginal discharge, which gradually ceased. The fundus of 
the uterus was firmly fastened in the anterior abdominal wall by broad 
bands of adhesions. The anterior wall and fundus were greatly thinned 
and the anterior wall bent upon itself so sharply as to form an acute 
angle. The posterior wall was greatly stretched and thinned,* and prob- 
ably ruptured when the attempt was made to perform external version. 

The second case had ventral fixation of the uterus three years before 
her pregnancy. During pregnancy she had no disturbance. 

She was admitted to the hospital for confinement, and labor developed 
with hard pains, but no progress. On examination the cervix was so 
posterior that it could not be dilated, and during a pain it was observed 
that expulsive efforts carried the child upward instead of downward. 

The patient was delivered by abdominal section, when it was found 
that rupture of the uterus had occurred at the attachment of the placenta. 
The fetus and its appendages were removed, when it was found that the 
posterior wall of the uterus had alone developed during pregnancy. 
The uterus was firmly fastened to the abdominal wall anteriorly. The 
anterior wall had not dilated or developed, while the posterior had become 
so thin that it readily broke under the strain of labor. The uterus was 
freed from the abdominal wall, the incisions closed, and the womb 
contracted normally. The patient had a slight attack of infection, but 
ultimately made a good recovery. 

1 American Journal of Obstetrics, May, 1907. 
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In the third case the patient had been operated upon by ventral fixa- 
tion of the uterus, with the removal of one ovary. During gestation 
she had sensations of pulling and dragging, and could not bend or pick 
up articles from 'the floor without suffering great pain. When labor 
developed there was no progress, but the child seemed to be driven up- 
ward instead of downward. Delivery was finally effected by introducing 
the hand into the uterus, when a dead child was extracted by podalic 
version. Laceration was extensive. 

The patient finally came into the hospital for the repair of these lacera- 
tions, when the uterus was curetted and lacerations in the cervix and 
perineum closed. The abdomen was opened, and the fundus of the 
uterus found attached firmly to the anterior abdominal wall by broad, 
firm attachments. This was dissected off with great difficulty. The 
peritoneal edges were closed over, the surfaces separated, and the 
round ligaments brought up to the posterior wall of the uterus and 
fastened. The patient made a good recovery. 

Labor and the Puerperal Period Complicated by Insanity. Rigden 1 
contributes a paper upon this subject. This is based upon the records 
of 73 cases of insanity occurring within a month of the puerperal period, 
and treated at Bicton Asylum in six years' time, comprising 4.5 per cent, 
of the number of admissions among women. 

92 per cent, showed symptoms of insanity within two weeks of the 
birth of the child, and in only 6 did the disease develop later. In more 
than 34 per cent, insanity declared itself during the first half of the first 
week, and in 31.5 per cent, in addition before the end of the first week. 
The 6 cases which occurred later than two weeks after childbirth were 
not typical, and Rigden believes that cases occurring before childbirth 
are an accidental complication, and would restrict the term " puerperal 
insanity" to those cases in which symptoms were observed within four- 
teen days after the birth of the child. Besides childbirth, 20 of these 
patients had some other cause for mental disease — in fright, anxiety or 
trouble, eclampsia, and septicemia. There was hereditary influence in 
13 of the 20, and in 11 there was insanity in the family. The percentage 
of hereditary cases was 32.87 per cent., which is the same as that found 
in all family admissions during the childbearing age. Rigden is not clear, 
from his own experience, that septic infection always precedes insanity. 
Only 8 patients had previously suffered from mental disease, and 4 had 
been maniacal after former labors; 16.5 per cent, of these cases occurred 
in unmarried women, and more than half of them in primiparae. The ages 
between twenty-five and twenty-nine showed the greatest number of cases. 

Such insanity is most frequent during the months of summer, and 
usually there was no history of difficult labor. In very few of the cases 
was birth so severe as to give anxiety to the attending physician. The 

1 British Medical Journal, November 10, 1906. 
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usual form of disease is acute mania in 64.4 per cent., melancholia in 
26 per cent., and acute delirious mania in 9.6 per cent. Maniacal and 
delirious cases developed suddenly, and melancholia came on very 
gradually; in 30 of the patients there was a tendency to suicide, generally 
at the very beginning, and this should always occasion anxiety on the 
part of the attendants. Most of the cases were those of very violent 
mental disturbance. Not only is the cerebral system greatly disturbed, 
but the motor system also shares it, and the vocal organs are equally 
involved. Illusions of sight and hearing are very common, all the senses 
being hyperesthetic. The mind is often in a condition of great exaltation, 
with delusions concerning the importance of the child; there is complete 
disturbance in all the senses of conventionality and decency. This acute 
stage does not last for more than a month or six weeks. The cases 
usually pass into a condition of depression, which very slowly subsides. 
The patient's physical condition is always poor, and her energy arises 
from absence of the sensation of fatigue. 

The mortality of these cases was 6.8 per cent., or 5; of these, 3 had 
severe septic infection; the other 2 were in a condition of advanced 
pulmonary tuberculosis; 16.4 per cent, failed to regain their reason. 
Most of these had had previous attacks before the pregnancy; »1 was 
septic and subsequently developed phthisis. 

The percentage of recovery was 76.7. If from these be deducted 
the cases of septic infection and advanced tuberculosis the recoveries 
increased to 87.5 per cent. 

In giving the prognosis one must carefully consider the presence or 
absence of septic infection, the question of previous attacks, and any 
symptoms which indicate the insanity of adolescence. Early removal 
to an asylum is especially important in these cases. When recovery 
occurs there is less danger of relapse than in any other form of mental 
disease; 62.5 per cent, recovered within six months, and of the 73 all 
except 6 within a year. The diagnosis is worse in the acutely delirious 
cases. 

So far as treatment is concerned the patients cannot be properly cared 
for in a house in town. The patient should be in an asylum in the 
country, where she can be out-of-doors, and where a physician can see 
her at least twice daily, especially once in the evening. There must be 
abundant nursing and other precautions taken to avoid the patient's 
injuring herself or others. When restlessness is intense the bed should 
be removed from the room and the patient made to sleep upon a bed 
placed upon the floor. 

There is no drug of special value in the treatment of these cases, except 
laxatives to prevent constipation. 

The important point in treatment is to feed the patient persistently 
and freely. Alcohol does no good. Feeding often requires the services 
of two persons, and every effort should be made to avoid forced feeding. 
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When this is necessary, there is the choice of three methods : the nose tube 
and funnel, the soft esophageal tube and funnel, and the ordinary stomach 
funnel. Of these Rigden prefers the soft esophageal tube and funnel. 
Its use is less dangerous, although it is more difficult to pass. The nose 
tube is especially useful for medicine and stimulants, as the tube is smaller. 

Attention must be given to the condition of the breasts and breast 
abscess avoided. The patient can usually be made to move the bowels 
and empty the bladder after each meal. Sedatives should be used as 
little as possible. It is best to wait for the first signs of sleepiness and 
then to aid in any way possible. It is most harmful to keep these patients 
persistently under the influence of narcotics. When a patient is con- 
valescent she should be encouraged in every way possible to do for her- 
self, and also to do light work. 

Persistent Occipitoposterior Rotation. Harrar 1 gives the statistics of 
1446 cases of persistent posterior rotation of the occiput. These 
occurred among 41,800 confinements. The percentage was 3.46 per 
cent.; of these 96 out of each 100 began as vertex presentation and 20 
out of each 100 began with the occiput posterior, either on the right or 
left side. The right posterior position is more apt to rotate anteriorly 
than is the left. 

Of these cases which began with the occiput posterior, 80 per cent, 
rotated anteriorly and were so delivered. In 433 cases artificial assist- 
ance was necessary. The forceps was used in 286, podalic version in 100, 
manual correction in 25, and craniotomy in 22. 

As regards the character of the pelvis in these cases, in 74 per cent, 
the pelvis was roomy; in 23 per cent, of moderate size; in 3 per cent., 
small. No one type of deformity predominated. The outlet was 
moderately contracted in 22 per cent., and is described as small in 1 
per cent. In most cases the perineum was relaxed or had been pre- 
viously lacerated. 

As regards the children, 8 per cent, were premature, or under 6 pounds 
in weight. An under-sized child is not so apt to rotate as a normal 
child. When measuring the heads, it was found that they differed from 
the normal in being flattened from side to side, a decrease occurring 
in the biparietal and bitemporal diameters, and an increase in the 
suboccipito and trachelobregmatic diameters. The occipitomental 
and occipitofrontal diameters were not changed. The anterior portion 
of the vertex was so raised that the suboccipito-bregmatic circumference 
was enlarged 4 cm. The changes were more marked in the larger heads, 
and were probably the result of molding. In 71 per cent, in which the 
heads were delivered spontaneously with the face to the pubis, there was 
no caput. 
Regarding the strength of uterine contractions, the pains were strong 

1 Bulletin of the Lying-in Hospital of New York, 1907, No. 4. 
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in labor in all but 7 per cent. In the second stage uterine contractions 
were strong in 83 per cent, and moderate in the remainder. The 
average time of labor was sixteen hours; the first stage fourteen hours 
and forty minutes; the second, one hour and thirty-five minutes. 

Among those spontaneously delivered, 72 per cent, had had five or 
six children, and averaged 31.2 years in age; 13 per cent, were pregnant 
for the second time, averaging 24.6 years; 12 per cent, were primiparse, 
averaging 22 years. Of those cases which required artificial assistance 
75 per cent, had borne six children and averaged 33 years of age, 
7 per cent, were pregnant for the second time and averaged 28 years, 
and 18 per cent, were primiparse and averaged 18.7 years. 

In 804 cases rupture of the membranes was observed, which was arti- 
ficial in 42 and spontaneous in 306. These ruptured during the first 
stage. 

During the second stage 158 ruptured artificially and 298 sponta- 
neously. The membranes rupture early in posterior rotation of the 
occiput, five times as frequently as when the occiput is in front. 

The position of the umbilical cord was about the neck in 23 per cent., 
and the cord was coiled about the neck, shoulders, and body in 5 per cent., 
but seemed to have no influence upon the result. Prolapse of the cord 
was no more frequent than in anterior cases, occurring but 11 times in 
a total of 1446 cases. The average length of the cord was 60 cm. The 
perineum and pelvic floor were rarely found firm and resisting. After 
delivery the perineum was found lacerated in 15 per cent, of spontaneous 
births, in 20 per cent, of forceps delivery, in 16 per cent, of version, or 
in general in 16.6 per cent. 

This is practically the same percentage of lacerations which occur 
in all kinds of delivery when the perineum is found torn. The worst 
lacerations were found in those patients in whom the head had been 
delivered with the forceps posteriorly. 

As regards the maternal mortality, in 1013 spontaneous births there 
were 4 maternal deaths; 1 of these resulted from ectopic pregnancy; 1 
from pulmonary tuberculosis, making a mortality rate of 39.01 per cent. 
This is about the same as that of 32,000 out-patient confinements, which 
was 35.07 per cent., or 0.0357 per cent. In 433 cases treated by operation 
there were 11 maternal deaths, forceps being used in 3 cases, version in 
7, and craniotomy in 1. The mortality rate was 2.5 per cent. 

As regards the fetal mortality among those patients delivered sponta- 
neously there were 25 stillbirths, or 2.7 per cent. ; in the 286 forceps opera- 
tions there were 29 stillbirths, or 10 per cent. Including 7 cases where 
death occurred in the first few days, the infant mortality in forceps cases 
was 36, or 12.5 per cent. ; in 100 versions, 29 per cent, of the children were 
lost; this, with 22 craniotomies, bringing the fetal mortality to 105, or 
7.3 per cent., including 51 that died within the first few days, the infant 
mortality of all posterior deliveries was 9 per cent. 
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The infant mortality of all deliveries is usually considered as 5.8 per 
cent.; there were 84 high forceps operations, with 13 stillbirths, and 3 
that died in the first ten days, making a total of 19 per cent, of infant 
mortality, compared with 29 per cent, lost in version. 

Manual rotation of the head is especially desirable for the child, and 
should always be thoroughly tried before the forceps is applied. This 
maneuver is most successful in two portions of the birth canal: one above 
the brim, the other when the head is in the middle of the pelvic cavity. 
When the head is fixed in the brim or behind the ischial spines, or bulging 
on the perineum, unless the head is very small, rotation is very difficult 
and dangerous. Anterior rotation occurs most frequently when the 
pelvic floor is rigid. Rotation is sometimes seen to occur with the head 
on the perineum and distending the vulva. When the delay is at the 
brim it usually means a large head with extension. Large heads usually 
cause distention at the brim, and small heads in the cavity. Manual 
rotation of the occiput anteriorly is usually performed as follows : 

With light chloroform anesthesia the hand opposite the occiput is 
passed into the vagina, an assistant making pressure on the fundus and 
holding the head against the vagina. Flexion is secured by upward 
pressure in the region of the anterior fontanelle. The head is then 
grasped on the sides, and by pressing the occiput forward and the sinciput 
backward the head is rotated by a twisting motion of the arm. At 
the same time the other hand of the operator endeavors to push the 
anterior shoulder either toward or across the median line. The assist- 
ant keeps up sufficient pressure on the fundus to prevent the child from 
slipping upward from the vaginal end and aids the operator in pushing 
the anterior shoulder to the opposite side. The best results, in the expe- 
rience of the writer, have been gained by waiting to see, first, what the 
natural forces would accomplish in the way of rotation. External assist- 
ance during the performance of rotation is of the greatest value. When 
the head is closely held in the pelvis and the uterus tightly contracted, 
it is often useful to accompany manual rotation with the application of 
forceps, rotating the head first manually to a transverse position and 
then applying the forceps. 

Suggestive symptoms in diagnosis are early rupture of the membranes; 
hard pains with no advance of the presenting part, although the pelvis 
is normal; the thinning of the posterior lip of the cervix, with a pendulous 
and edematous anterior lip. In palpating the head for diagnosis, the 
order of the overlapping of the cranial bones must be remembered, the 
parietals over the occipital, and the lower or presenting parietal over 
the other. 

When a large caput makes palpation difficult, the ear may be found 
often behind the pubis, the lobe directed toward the occiput and the 
auricle away from it. 

It is of great importance to ascertain whether spontaneous rotation is 
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apt to occur. If so, interference should not be hastily undertaken. 
Signs which indicate that spontaneous rotation is improbable are delay 
in the advance of the head, with strong pains, and the regular advance 
of the head in the pelvic cavity, with the development of extension. 

In two classes of cases the occiput rotates persistently behind. Those 
in which there is no obstruction to the passage of the fetus because it is 
small, or in comparison with the pelvis relatively small. These cases 
terminate as easily as do anterior cases. 

The second class of persistent posterior rotation are those in which 
artificial aid should be given, and this should be done as soon as it is 
evident that spontaneous labor is likely to be dangerous or impossible. 

Complete Rupture of the Pregnant Uterus. Lobenstine 1 contributes a 
paper upon this subject, collecting 37 cases from 41,800 labors. The 
accident is more common in multigravidae than in primigravidae, the 
records of the hospital showing 86, and but 13 in primigravidae. 

In multigravidae the patient's strength is not as good as in primi- 
gravidae, and the muscles of the uterus have been weakened by previous 
pregnancies or operative interference; pelvic tumors are more frequently 
found in multigravidae. 

Rupture of the pregnant uterus may be due to the scar of a previous 
Cesarean section, to prolonged dry labor, to tumors of the uterus, inflam- 
mation of the uterine wall, poor muscular tone of the uterine wall, or 
operations for fixation of the uterus, especially vaginal fixation. On 
the side of the child, abnormal presentations or monstrosities are impor- 
tant causes. 

The conditions in the pelvis which may bring about the accident 
are: deformities, new growths, and intra-uterine manipulations, such as 
repeated dilatations of the cervix or the performance of some pelvic 
operation. Complete rupture of the uterus may be spontaneous or 
traumatic. Ruptures usually occur transversely through the lower 
uterine segment, or longitudinally, extending upward through the cervical 
portion of the uterus along its lateral wall toward the fundus, or actually 
to it. These ruptures involve the uterine vessels and cause extensive 
damage to the layers of the broad ligament. The method of occurrence 
of the tear largely determines its nature. If due to intra-uterine manipu- 
lations a longitudinal tear is most common, but when spontaneous in 
origin the transverse tear usually occurs. 

In 37 cases reported, 19 probably started in the longitudinal type and 
18 began as transverse. Of the latter, only 7 occurred in the posterior 
wall. In this series there was 1 case where rupture occurred in the 
fundal region. 

The mechanism of the tear is the formation of a contraction ring which 
acts as an obstacle to the expulsion of the child, and arouses the uterus 

1 Bulletin of the Lying-in Hospital of the City of New York, March, 1907, 
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to increased activity. The tissues slowly retract along the margin of 
the contraction ring, exerting powerful upward traction upon the lower 
uterine segment, which becomes more and more thinned and finally 
ruptures. In typical uretrovaginal ruptures, however, the part most 
exposed to danger is the vaginal vault at the junction of the uterus and 
vagina, and not the lower uterine segment. 

In the series of cases quoted, spontaneous ruptures were due to pelvic 
contraction in 17 cases; to a scar following amputation of the cervix in 
1 case. Traumatic ruptures were due to the high application of the 
forceps in 2 cases, to internal podalic version in 12, to rapid delivery in 
4, and to embryotomy in 1. 

The premonitory symptoms of spontaneous rupture are prolonged 
and excessive uterine contractions, increasing in intensity without the 
advance of the presenting part. The pulse rises in frequency, and the 
patient becomes more and more worn and haggard. 

The active symptoms of rupture are a sudden and very severe contrac- 
tion, followed by sharp pain in the uterus, the patient at times exclaiming 
that something has torn in the abdomen. At the site of rupture the 
uterus becomes exceedingly sensitive. Immediately following these 
symptoms, uterine contractions entirely cease. Hemorrhage may be 
profuse, and external or internal, or both. 

On vaginal examination the presenting part is often retracted. Lacera- 
tion of some portion of the uterus can be found, and the child either 
wholly or in part is in the peritoneal cavity. If the child is entirely 
outside the uterus the womb can be felt behind the symphysis or pushed 
to one side. The uterus does not always contract firmly after rupture, 
and firm contraction is seen only in cases where the traumatism is not 
very severe. Shock develops soon after rupture, with characteristic 
symptoms. The pulse is rapid and wiry, the face becomes pale and 
anxious and covered with sweat, and the abdomen distended and tender. 
If hemorrhage is severe there is chilliness, air hunger, and other typical 
symptoms. A fatal issue frequently takes place, in even a few hours, 
from shock or hemorrhage, or from both, and sometimes very suddenly. 
If the patient survives the first day she becomes gradually weaker, the 
abdomen continually distends, the pulse rises, and the temperature 
falls or rises very high. The urine is diminished in quantity, and is 
usually bloody. Vomiting is often present. Late deaths occur from 
septic infection. 

A detailed report of the 37 cases follows, and from this and the litera- 
ture on the subject, conclusions are drawn concerning thtai. 

So far as the prophylaxis is concerned, the patient should be brought 
into the best possible condition before labor, and deformity of the pelvis 
and the presence of tumors diagnosticated. Labor should be made as 
easy as possible, and the obstetrician should have in mind the dangers 
of a prolonged dry labor. 
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If the second stage is marked by very strong uterine contractions, it 
must not be allowed to continue indefinitely. If it is necessary to dilate 
the cervix artificially, this should be done very gradually. Whenever 
tonic contraction of the uterine muscle is present, no attempt should be 
made to perform version, and this is equally true if the uterine muscle 
is simply showing the first symptoms of tonic contraction. Where a 
rigid rim of cervix is present the forceps should not be applied. In 
the presence of a beginning contraction ring, deliver the patient as soon 
as possible. 

When rupture has occurred the child should be delivered immediately. 
If it has not entirely escaped into the peritoneal cavity it can usually 
be delivered through the vagina; if entirely free in the peritoneal cavity, 
abdominal section must be performed. 

After the child and placenta have been delivered the uterus must be 
examined to determine the extent of the injury, and the entire parturient 
tract should be tamponed with gauze. If the laceration is anterior it is 
best to compress the uterus against the pubes after applying the tampon, 
and in posterior lacerations the uterus should be retroflexed and com- 
pressed against the sacrum. 

The question to determine whether the tampon should be the only 
method of treatment, or whether operation should be undertaken, must 
then be considered. If operation is to be done, and the laceration is 
accessible, a portion of it may be brought together by sutures, and the 
tampon applied. If the conditions are favorable, vaginal hysterectomy 
may be done. 

If abdominal section is performed the child and placenta should be 
removed, and the operator may decide to irrigate the peritoneal cavity 
and drain through the lacerated portion of the uterus. 

He may also decide to suture the ruptured portion of the uterus, 
leaving the womb. In some cases he may perform either a supravaginal 
or a pan-hysterectomy and drain from below. Meanwhile the patient 
should receive the general treatment usually given for hemorrhage 
and shock. 

The results of the various methods of treatment are given as 
follows: 

Schultz, 193 cases collected from literature, in complete ruptures with- 
out treatment, with a mortality of 79.8 per cent.; complete ruptures 
treated by tampon, mortality 64 per cent. ; complete ruptures treated by 
abdominal section, mortality 55.3 per cent. 

Valenta, in 14 cases had 8 operated upon, with 62 per cent, mortality; 
6 cases were not operated upon, with 100 per cent, mortality. His 
experience leads him to advise the use of vaginal hysterectomy. 

Eversmann would rely upon the tampon. The majority of authors 
who have written upon the subject favor abdominal section. 

In the 37 cases of complete rupture quoted, the mortality was 73 per 



208 OBSTETRICS 

cent.; of the last 6 cases 4 lived, a mortality of 33.3 per cent.; 5 of these 
were treated by hysterectomy, and 1, which lived, by the tampon; of the 
37 cases of complete rupture, 23 were treated by hysterectomy, with a 
mortality of 60 per cent. ; 14 were treated by packing, with a mortality 
of 92 per cent. 

Abdominal section, in the opinion of the writer, should be performed 
as soon as possible in all cases of complete rupture, with two exceptions: 
(1) Those clean cases where the rupture is not extensive and hemor- 
rhage is easily controlled by tampon; (2) extremely bad cases, with 
well-marked shock. Many of these patients will not survive abdominal 
section. The child and placenta should be de ivered, if possible, from 
below and the tampon applied. If the patient grows better, abdominal 
section can be done later, and the child removed, if it has been impossible 
to do this through the vagina. 

When the abdomen is opened, hysterectomy will be found the more 
available operation in most cases. Suture of the uterine wound can be 
attempted in only very recent rupture without complications. The 
damage is usually so extensive that suture is impossible. In severe cases 
the danger of septic infection is so great that for this reason the uterus 
should be removed. Such cases should be immediately transferred to 
the hospital if possible. 

Treatment of Rupture of the Uterus. This very serious acci- 
dent complicating pregnancy is extensively considered by Eversmann. 1 
The purpose of his study has been to ascertain what treatment will give 
the best results under average circumstances and under the care of 
physicians who are not specialists. 

The greatest hemorrhage in these cases does not proceed from the site 
of the laceration in the womb, but from the place where the placenta 
has been attached. Immediately following rupture of the uterus the 
placenta usually separates, and is often found lying free in the abdominal 
cavity. The most important bleeding in these cases is practically post- 
partum, from lack of contraction of the uterine muscle. As rupture 
usually takes place through the muscular substance of the womb the 
uterine arteries and the vessels of the broad ligaments generally escape 
laceration. In 15 per cent, of cases, abdominal section is indicated 
as the best method of controlling hemorrhage; in 85 per cent, the tampon 
is most successful in stopping the bleeding. 

The behavior of the child after this accident has an important bearing 
upon the choice of treatment. In about one-sixth of cases the child 
escaped into the abdominal cavity. Where it is found above the pelvic 
brim, abdominal section is indicated; where the child is in the pelvis, 
it may be possible to extract it through the vagina, controlling the hemor- 
rhage by tampon with gauze. This method has the double advantage 

1 Archiv f. Gynakologie, 1905, Band Ixxvi, Heft 3 
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of employing the gauze to check hemorrhage, and also to promote 
drainage. 

So far as the result of abdominal section in these cases is concerned, 
in 140 more than one-half recovered ; 45.8 per cent, died ; 2 of these deaths 
were caused by gangrene of the intestine, which became compressed. 

In choosing abdominal section for free bleeding, the entire escape of 
the child into the abdominal cavity, the retention of a decapitated head, 
compression of the intestine, contracted pelvis, or pelvic tumor, and the 
fact that after craniotomy the child could not be delivered through the 
vagina, indicate abdominal section. When the operation was done 
without regard to a critical study of the indication, the mortality was 
considerably over 50 per cent. When an effort was made to select the 
cases favorable for abdominal section, the mortality fell to 42.8 per cent. 

A very interesting question is the influence of transportation upon 
these cases, both before and after the delivery of the child. When the 
patient was taken to the hospital as soon as the accident happened 
before the child was removed, the mortality was increased 8.1 per cent. 
Direct mechanical violence produced by transportation, the child being 
still in the mother's abdomen, is the most reasonable cause for this 
increased mortality. 

When the patients were not removed from their dwellings, 29 per cent, 
more recovered than among those that were subjected to transportation. 
In view of the fact that the conditions for treatment in the patient's 
home were far inferior to those in the hospital, the influence of trans- 
portation becomes evident. 

So far as the results of different methods of treatment are concerned, 
when vaginal hysterectomy was practised about 44 per cent, recovered; 
when the uterus was removed through the abdomen 46 per cent, recov- 
ered; when the womb was amputated above the cervix 49 per cent, 
survived; and when the muscle of the uterus was closed by suture 53 
per cent, survived. 

The ratio of recovery depended, in cases where suture was practised, 
upon the inclusion of the muscle of the womb as well as the closure of 
the peritoneal covering. 

Practically, the greater the disturbance of the patient by operation 
the greater was the rate of mortality. Evidently that form of treatment 
which would disturb the uterus least and control hemorrhage was best. 

Death resulted in these cases from infection of the peritoneum in 57 
per cent.; from bleeding in 43 per cent. Hemorrhage was more deadly 
in those patients who were brought to the hospital than was septic infec- 
tion. 

When the results of treatment with and without operation are com- 
pared the average mortality after section was 48 per cent., and after 
treatment which did not include section 37 per cent. He would limit 
section to cases of uterine rupture in patients already in hospital, and 

14 
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would avoid if possible, the transportation of patients after rupture of 
the womb. 

So far as methods of drainage is concerned, a tube passed through the 
cervix is inefficient. In cases of injury of the bladder, he would insert 
a permanent catheter and use packing and iodoform gauze. The 
vagina should also be packed and a compression bandage be employed. 

An attempt may sometimes be made to save the uterus where the 
rupture is slight, by abdominal section followed by suture of the uterine 
muscle and peritoneal covering. If when the abdomen is opened the 
uterus is found so extensively damaged that suture is impossible, the 
total removal of the womb is indicated. 

The author does not describe the method by which he would employ 
gauze in these cases. As this treatment can be successfully carried out 
by a physician without assistance, it is important to draw attention to it. 
The vagina should be disinfected as thoroughly as the circumstances 
and time permit. The bladder should be emptied by catheter. In 
cases suitable for treatment by gauze, the fetus can be removed through 
the vagina. Following up the umbilical cord, search should then be 
made with the hand for the placenta and it should be carefully removed 
and identified as complete. Care should also be taken to completely 
remove the membranes. During this manipulation, the operator will 
have located the tear in the uterus and have formed some idea of its 
character and extent. A strip of 10 per cent, iodoform gauze, at least 
four inches wide, should be carried into the uterus by dressing forceps 
and packed into the tear in the womb by the fingers of the hand already 
inserted. Care should be taken to have the end of the gauze protrude 
through the rupture if complete, in order to establish thorough drainage. 
This should be done at the most dependent part of the tear. The uterine 
cavity should then be packed with iodoform gauze, distending the womb 
only moderately, and to this should be added the packing of the cervix 
and vagina. 

Strychnine and ergot should be given to cause uterine contraction, 
and antiseptic measures to prevent infection during the puerperal 
period should be thoroughly carried out. 

With these precautions, the gauze may remain in the uterus from 
forty-eight to seventy-two hours, and should then be cautiously removed 
and the uterine cavity moderately tamponed with fresh gauze. Douch- 
ing of the uterus and vagina should be omitted in these cases, and the 
vagina may be cleaned by cotton sponges dipped in bichloride or lysol 
solution. 

The difficulties in this treatment lie largely in the matter of securing 
thorough antisepsis, and in the ability of the operator to perform the 
manipulations required with gentleness and dexterity. 

Under favorable circumstances, this treatment of rupture of the uterus 
is remarkably successful. 
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The Management of Labor in Contracted Pelves. Pfannensteil 1 urges the 
claims of the induction of labor in contrast to pubiotomy and abdom- 
inal section in cases of contracted pelves. Where pelvic contraction is 
extreme the patient should be transferred to the hospital. In all cases 
of minor contraction natural effort in parturition should be awaited, 
assisting the patient in every way possible. The forceps is rarely an 
instrument of advantage in these cases, especially where the pelvis is 
flattened. In symmetrical pelves, version and extraction are contra- 
indicated; with slight pelvic contraction the prognosis for version is 
better, and is best where the pelvis is simply flattened. In the case of 
multipara with simple flat pelves, prophylactic version is indicated. 

In primiparae where the true conjugate is from 7 to 8.5 cm., induced 
labor is usually successful. In flattened pelves only version and induced 
labor are indicated. In these pelves the elastic dilating bag is of advan- 
tage, while in symmetrically contracted pelves the bags should not be 
used, but a bougie employed. In cases of a high degree of pelvic con- 
traction induction of labor should be avoided. 

If the child's life is to be considered, and the mother's birth canal 
permits of rapid dilatation, pubiotomy may be successful, but in cases 
not suitable for this operation abdominal section is indicated. 

The Induction of Premature Labor and Forcible Birth. Williams 2 gives 
the statistics of 5000 cases of labor at the Johns Hopkins Hospital, in 
which it was found necessary to induce labor in 11 and to practice 
rapid delivery in 100 cases. 

Where induction was practised, the introduction of a bougie was the 
method of choice for diseases of the heart, preeclamptic toxemia, the 
presence of a dead fetus, polyhydramnios, infection, and excessive 
development of the child. These patients recovered. The cervix was 
slightly torn in 2 cases and was uninjured in the remaining 9. 

In 83 cases Harris' method of cervical dilatation was practised. 
The indication was eclampsia in 33, toxemia in 7, placenta previa in 12, 
and complications arising during labor threatening mother and child 
in 31; 2 patients died during eclampsia as a result of the operation, 1 
from infection and 1 from incomplete rupture of the uterus. 

In these 33 cases the cervix escaped injury in. 11, was slightly injured 
in 3, and had serious laceration in 19. Among these were 6 cases where 
injury was so extensive as to cause serious bleeding and make imme- 
diate repair necessary. In 7 cases of toxemia of a grave nature delivery 
was brought about by manual dilatation, with 2 deaths, 1 resulting from 
toxemia and 1 from incomplete rupture of the uterus. 12 cases of pla- 

1 Monatsschrift f. Geburtshiilfe und Gynakologie, 1906, Band xxiv, Heft 4. 
3 Surgery, Gynecology, and Obstetrics, September, 1906 
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centa previa were treated by manual dilatation, 1 patient perishing from 
bleeding, with incomplete rupture of the uterus caused by the operation; 
in 31 patients who had some danger arising during labor which made 
rapid delivery necessary, 1 mother died from partial intestinal obstruc- 
tion and thrombosis of the left lower extremity which originated during 
pregnancy. The mortality in this series was 4.82 per cent.; in 39.71 
per cent, deep laceration of the cervix occurred; in 17 per cent, the tear 
was so extensive as to cause free bleeding and require immediate opera- 
tion. In placenta previa the worst lacerations of the cervix were seen. 
De Ribes' bag was used in 15 cases, with recovery of the mother. There 
was a deep tear of the cervix in 6, and 2 of these had such severe hemor- 
rhage as to require immediate suture. 

Vaginal Cesarean section was done twice: once for eclampsia and 
once for twin pregnancy complicated by toxemia. As the result of bleed- 
ing and toxemia combined, one of these patients died. The operations 
proceeded smoothly. 

In reviewing the various methods for the induction of labor the use of 
the bougie gives the lowest mortality rate, but is exceedingly uncertain 
and very tedious for the patient. When the cervix is intact, and the 
internal os not obliterated, dilatation by the hand is both difficult and 
dangerous. If, however, the internal os is not resisting, and the cervical 
canal is practically obliterated, then dilatation with the hand is com- 
paratively safe. In placenta previa, owing to the softened condition 
of the tissues, dilatation by the hand is very dangerous, as 50 per cent, 
of these cases have extensive lacerations with hemorrhage, requiring 
operation. When the mother need not be delivered at once in placenta 
previa, the dilating bags seem safest, if the cervix is not exceedingly 
resisting. Vaginal Cesarean section requires hospital facilities and 
surgical training. To perform the operation successfully, the parts 
should be made accessible by very large specula, which enable the 
operator to make readily both anterior and posterior incisions. After 
delivery, the uterus should be tamponed with gauze to prevent hemor- 
rhage. This operation is especially adapted for obstetric hospitals. 

Where the pelvic contraction is moderate, the induction of labor is 
not a favorable operation. It is best to allow these cases to go to term, 
to come into labor spontaneously, and then to deliver them by whatever 
operation seems best adapted. In other conditions, when there is no 
need for special haste, the use of the bougie is indicated. Vaginal 
Cesarean section under favorable circumstances promises well in eclamp- 
sia if the cervix is firm and is not dilated. When, however, the external 
os only remains, and the cervix is obliterated, dilatation by the hand 
should be employed. Bossi's dilator is not favorably considered. When 
the cervix is still hard, vaginal Cesarean section is probably safer than 
the use of Bossi's dilator, and when the cervix has disappeared, then 
dilatation with the hand is especially advantageous. 
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The best method of treatment in the light of our present knowledge 
of placenta previa seems to be the use of the dilating bag, or bipolar 
version, the child being extracted very slowly. If during labor danger 
arises for mother or child, rapid delivery should be adopted with great 
hesitation. In many cases the treatment is more dangerous than the 
condition for which it is undertaken. 

Eighty Cases op Induced Labor for Disproportion. Moller 1 
gives the results of 80 cases of induced labor in the Copenhagen clinic. 
These occurred among a total of 21,066 births, among which were 646 
cases of pelvic contraction, or about 3 per cent, of the entire number. 
In all labors induced labor occurred once in 277.2 cases, or among con- 
tracted pelves once in 8.73 cases. 

The most frequent type of contracted pelvis was justominor. In 2 
of the patients induction of labor was practised because the soft parts 
were contracted from some previous disease or injury. Among these 
patients the fetus presented by the head in 67.5 per cent., by the breech 
in 32.5 per cent. Of the head presentations 14 had an unfavorable 
mechanism, and it is interesting to observe that in 10 of these cases 
dilating bags had been employed in the induction of labor. 

Of the induced labors, 52.5 per cent, terminated normally; 47.5 per 
cent, were terminated by the use of instruments. The maternal mor- 
tality of the series was 1.25 per cent.; the maternal morbidity 33.75 
per cent.; in 12 cases, pyuria, bronchitis, mastitis, and other compli- 
cations developed; 7 had fever for one day, and 8 patients became 
septic. 

Laying aside cases which were not directly connected with the opera- 
tion, the calculated morbidity is 20 per cent. The results for the child 
were a mortality of 18.75 per cent. 

Regarding the indications for the induction of labor, the true conjugate 
must be at least 7 cm. The period most often chosen was thirty-five 
weeks' gestation. The head presentation of the fetus is most favorable 
for mother and child, as 90.7 per cent, of children so presenting were 
born alive. When the breech presented, 61.5 per cent, survived 
birth. 

Objections to the induction of labor are the difficulty of choosing the 
best possible time and the injuries arising during operation. So far 
as the survival of the child is concerned, by the repeated induction of 
labor two or three times as many living children can be obtained as 
will survive if the patient is allowed to attempt spontaneous delivery. 
However, children born by induced labor have but half the vitality of 
those born otherwise. After one year it was found that 20 per cent. 
less of children born by induced labor survived than among the children 
where labor was not induced. When labor was not induced before 

1 Archiv f. Gynakologie, 1906, Bind lxxx, Heft 3. 
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the thirty-fifth week the mortality among the children fell to 10 per 
cent. 

Induction of Labor in Hospitals and in Private Houses. 
Von Herff 1 contributes a paper in which he draws attention to the fact 
that the induction of labor is not invariably a simple and comparatively 
easy operation. He calls attention to the high fetal mortality of 20 per 
cent, which followed the induction of labor, and also to the maternal 
mortality, which is, at the least calculation, one-half of 1 per cent. He 
believes that in a large number of cases of induced labor the mortality 
from septic infection frequently reaches 4 or 5 per cent. 

Even in hospitals the induction of labor is not always a simple operation. 
The choice of the induction of labor is often dependent on the attitude 
taken by the patient and her friends. They frequently decline other 
procedures, and thus oblige the physician to have recourse to the induc- 
tion of labor. In selected cases of contracted pelves there is no question 
but that induced labor offers for the mother a lesser danger than would 
spontaneous parturition. In cases of contracted pelves of the second 
degree of pelvic contraction, where labor was not induced, spontaneous 
parturition was waited for; 19 per cent, had to be delivered by abdominal 
section or by section of the pelvic bones. 

If, however, an ideal result must embrace the preservation of the 
child's life as well as that of the mother, then induction of labor cannot 
compare favorably with other procedures. When induced labor with 
prophylactic version or high forceps is taken into consideration, the 
mortality rate for the children in 413 contracted pelves was 12.1 per 
cent. When, however, induced labor was practised in these cases 
without other operation, the mortality rate for the children was 8.9 
per cent. 

The result of his investigations would show that by the frequent prac- 
tice of the induction of labor with prophylactic version and high forceps 
no greater percentage of children is lost than when spontaneous labor 
is awaited and operation then undertaken. 

In 26 cases of prophylactic version the results for the mother were 
usually good, but the results for the child were not satisfactory. In 23 
cases of high application of forceps the mortality of the children was 
39.1 per cent. It is possible that some of these children might have 
been saved by section of the pubes. In the series of 413 contracted 
pelves treated by various methods, including induction of labor, high 
forceps, and prophylactic version, the mortality for the mother was 
2.4 per cent. When the enlargement of the pelvis is considered, we find 
5 operations undertaken in 413 cases of contracted pelves. There was 
1 maternal death, although the children all survived. There were 15 
cases of delivery by abdominal section among the 413, with 2 maternal 

1 Monatsschrift f. Geburtshiilfe und Gynakologie, 1907, Band xxiv, Heft 6. 
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deaths — 1 from infection arising in the hospital; the other patient was 
infected before the operation. With the exception of 1 child which was 
born in a condition of decomposition, the children survived. 

From the 111 cases of induced labor, 1 mother died. The mortality 
rate of 405 cases of contracted pelves was 0.4 of 1 per cent. 

The effort of the obstetrician should be to obtain not only a favorable 
result for the mother, but also for the child. To be most successful, 
the head must be in a measure in proportion to the pelvis, so as to permit 
the use of either the forceps or version, and if it is necessary adding to 
this the opening of the pelvis. In all cases of induced labor a maternal 
mortality of about £ per cent, must be considered as inevitable. 

When the survival of the child in the beginning'of the second year is 
considered, it is found that more children will survive induction of labor 
than will survive severe spontaneous labor through contracted pelves. 
As the mortality rate of the more important operations falls from 2 to 
1 per cent., the choice between these operations and the induction of labor 
will become more difficult. If the child's life is to be seriously considered, 
induction of labor must certainly be declined, and the beginning of 
spontaneous parturition awaited. If, however, the mother's interests 
are to be invariably considered as paramount, then induction of labor 
will frequently be selected. When both are to be considered, the major 
obstetrical operations must be canvassed and that operation chosen 
which seems best indicated under the circumstances. 

The Advantages of an Unelastic Bag as an Obstetrical Dilator. Mueller 1 
draws attention to the advantages of the unelastic bag for artificial 
dilatation of the cervix. He has invented a bag which he considers 
especially advantageous, and has employed it in 200 cases. After very 
thorough disinfection, the uterus is sufficiently dilated to permit the 
introduction of two or three fingers. The bag is then introduced and 
distended with dilute lysol until it is tense. If on complete dilatation 
the bag is found in an unfavorable position, some of the fluid is allowed 
to escape, and it is applied where desired. A weight is then attached 
of 4£ or 6i pounds, and in the case of a very resisting cervix as much 
as 13^ pounds have been used. From two to four hours' time is required 
for complete dilatation. During this time the obstetrician should be 
repeatedly examining the patient to ascertain whether the membranes 
remain unruptured, whether the umbilical cord has prolapsed, the 
vigor and continued presence of the heart sounds, and for evidence point- 
ing to the condition of mother and child. If the fetus is presenting by the 
vertex without complications there is no occasion for haste, and if the 
membranes remain unruptured, even though the presentation is not a 
typical one, if the pains are not violent the operator may delay for several 
hours. When, however, pains have existed for several hours without 

1 Monatsschrif t f . Geburtshiilfe und Gynakologie, 1907, Band xxv, Heft 2. 
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progress, the operator must proceed to deliver by that method which 
seems best adapted. 

The Treatment of Labor in Gases of Contracted Pelvis. Bauer 1 reviews 
various methods of treatment in contracted pelves, and draws attention 
to the large fetal mortality in Germany, which he estimates at 63,000 
children stillborn each year. Of 2,000,000 children, only about 75 per 
cent, survived the first year. In 50 contracted pelves, in a series of 1750 
births, various forms of pelvic contraction occurred. It was found that 
the mortality of children in spontaneous labor iij these cases increased 
directly with the degree of pelvic contraction. Thus in pelves not much 
contracted, where 80 per cent, of the births were spontaneous, the fetal 
mortality was practically nothing. In 25 cases of greater pelvic contrac- 
tion in 48 per cent, of spontaneous births, 24 per cent, of fetal mortality 
was observed. In 5 cases of considerably contracted pelves with but 
20 per cent, of spontaneous births, the fetal mortality of 60 per cent, 
was reached. The general mortality for the children in these cases was 
18 per cent. 

Recent discussions and the trend of papers upon obstetrical operations 
show very clearly that there is in the minds of obstetrical surgeons a 
change from the view formerly held concerning the merits of the induc- 
tion of labor and other methods of delivery. It was formerly supposed 
that induced labor was by far the safest and most satisfactory procedure 
for the mother, with a minimum risk for the child. As experience in 
various obstetrical operations has accumulated and the results of induced 
labor are compared with those of other methods of treatment, this view 
is undergoing modification. The simplest method for inducing labor, 
and probably the safest for the mother, is the introduction of the bougie. 
This, however, is notoriously uncertain. 

I have on one occasion seen bougies remain within the uterus for seven 
days without exciting a reasonably efficient uterine contraction. In 
another case forty-eight hours passed without the slightest development 
of uterine action. This experience has been frequently repeated by 
others. If the patient is not highly nervous the presence of a bougie 
within the uterus may not especially disturb her rest; but, on the other 
hand, in many cases, patients are more frightened and apprehensive, 
sleep is disturbed, nutrition is interfered with, and the woman comes 
to labor poorly prepared for it. 

While the introduction of bougies in good hands is a simple and a 
reasonably safe procedure, it is by no means ideal. The merits of 
the elastic or dilating bag have also received full discussion. Those 
who have employed them in the induction of labor have observed that 
they have advantages and disadvantages. The most efficient of these 
bags is that of Pomeroy, manufactured in New York, and described 

1 Monatsschrift f. Geburtshulfe und Gyniikologie, 1906, Band xxiv, Heft 6. 
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in various American journals. The purpose of this bag is to dilate 
not only the cervix but the vagina, and to do it so efficiently that within 
two hours from its introduction delivery through the pelvis may be 
undertaken. 

The bag consists of two portions : one of which goes within the cervix, 
the other remaining within the vagina. While this bag has not been 
sufficiently long in the hands of the profession to have received a very 
extended trial, those who have used it report most favorably concerning 
it. Its use has many advantages. It does not tend, so far as observed, 
to disturb the presentation of the fetus or encourage prolapse of the 
umbilical cord; it dilates the cervix as thoroughly and safely as possible 
in the present stage of our knowledge; it has the great merit of not requir- 
ing frequent introduction or change, which exposes the patient to danger 
from infection. When this bag has done its work and is removed, the 
operator may proceed at once to delivery. 

This bag is expensive, quoted at about $8.00, and possibly not easily 
used to one unfamiliar with obstetrical manipulation. It should, how- 
ever, receive a thorough and extended trial. 

Next in value are the silk non-elastic bags of De Ribes and the flat- 
based or cone-shaped bag of Voorhees. De Ribes- bag is large when 
fully distended, somewhat difficult of introduction, unless the cervix is 
fairly well opened, but has the merit of a large flat base and is often 
exceedingly efficient. Its expense is greater than that of some other 
bags. Voorhees' bag has the merit of being made in several convenient 
sizes and of having a perfectly flat base or distal extremity which lies 
against the presenting part. By constant traction with a weight this 
bag renders sufficient service in dilating the cervix and promoting uterine 
contractions. It may be left in the cervix until the operator is ready to 
deliver, when under anesthesia it may be extracted in advance of the 
head to secure full dilatation. Undoubtedly those bags which have a 
flat base or distal portion are most efficient in dilatation, and least 
likely to occasion malpresentation from prolapse of the cord. 

A change of opinion is taking place among obstetricians concerning 
the treatment of placenta previa and the use of elastic bags. Formerly 
placenta previa was to be treated by the tampon, preferably of gauze, 
until the cervix was sufficiently softened to permit dilatation with the 
hand and the breaking down of the fetal breech to serve as a plug. Now 
the merits of the dilating bag in placenta previa are urged upon our 
attention, and many believe that the dilating bag is a safer tampon than 
gauze. Furthermore, it makes persistent pressure upon the cervix, and 
thus tends to make hemorrhage as little as possible. It is unquestionably 
safer in placenta previa than Bossi's dilator or other similar dilators, 
or than rapid dilatation with the hand. 

The disadvantages in the use of bags are as follows : The strength 
of the bag is always an unknown quantity, and although it may have 
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been tested before use it may rupture. This accident has happened in 
my own experience several times, although no immediate serious con- 
sequences were observed. Labor was delayed, however, and it was 
necessary to replace the bag. Unless the bag is carefully adjusted in the 
cervix it may pass into the uterine cavity and act simply as a foreign 
body, exerting very little direct pressure upon the cervical tissue. On 
the other hand, if it be withdrawn too much from the uterus, it is readily 
forced out before it has accomplished what is desired. Again, in some 
difficult cases, in introducing the bag, the stem of the bag may be sharply 
bent and it may be almost impossible to pump fluid into the bag suffi- 
ciently to cause the bag to unfold and to assume its proper shape. The 
removal of the bag must always be undertaken when the operator is 
ready to proceed at once to delivery. When the largest size has been 
employed sufficiently long to open the cervix, if the bag be removed it 
is not at all uncommon for a loop of cord to prolapse. Unless the 
patient is anesthetized, sufficient pressure upon the cord would quickly 
develop to destroy the child. The operator then should not remove the 
largest bag until the patient is anesthetized and he stands ready to com- 
plete delivery. When the bag is exerting its utmost pressure, it is often 
necessary to give the patient morphine or some other drug to lessen pain 
and irritation. Care should also be taken that the urinary bladder be 
emptied frequently, and if necessary by catheter. 

The use of Bossi's and other similar dilators is gradually assuming its 
true relative position in obstetrical surgery. There can be no question 
concerning the danger of these instruments even in experienced hands. 
The mechanism and efficiency of Bossi's dilator cannot be doubted, and 
this is one of the most dangerous things about the instrument. The cervix 
must yield to the dilator, but oftentimes with very considerable injury. 
There is a distinct tendency among obstetrical surgeons to limit the 
use of Bossi's and other similar dilators to very partial dilatation, opening 
the cervix with them not more than half, and then completing the dila- 
tation by the fingers and hand, or possibly by the use of a bag. This 
is unquestionably a safe and advantageous use of this instrument, and 
one which may be advised. 

Vaginal Cesarean section remains a valuable addition to obstetrical 
' surgery. In cases where delivery should be performed as rapidly as 
possible, and the cervix is but little changed, the os very slightly dilated, 
vaginal Cesarean section avoids the dangers of manual delivery, induced 
labor, and dilatation by bags and metal dilators. The operation, 
however, is not adapted for private houses, nor should it be undertaken 
by those not familiar with obstetrical surgery and not having the proper 
assistance and apparatus for sterilization. 

Its merit lies in its rapidity; in the fact that it substitutes clean incisions, 
which may be closed by suture, for the uncertain and irregular lacerations 
produced by Bossi's dilator or by manual dilatation in unfavorable 
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cases. Furthermore, the operator is not obliged to wait for the softening 
of the cervix or for partial dilatation before proceeding to delivery. 

The revival of pvbiotomy has been of great interest, and has produced 
a very considerable literature upon the subject. As is usual, the opera- 
tion is by some extravagantly praised and by others unjustly condemned. 

I performed 8 symphysiotomies during the time when this operation 
was under discussion. The results of these operations were fairly 
good, and the operation is perfectly feasible, and in properly selected 
cases a reasonably safe procedure. It has, however, many disadvantages, 
notably the fact that during the delivery of the child lacerations of 
uncertain extent and severity may occur. These lacerations are accom- 
panied with more or less hemorrhage and extend into the portion of 
the pelvic tissue where hemorrhage is difficult to control, and where a 
retained blood clot may readily become infected. In addition to this 
severe injuries of the urethra have been observed. Symphysiotomy, 
however, has the distinct merit that it can readily be performed by the 
open method, and that the original suprapubic method of symphysi- 
otomy enables the operator to accurately observe the patient's condition 
and to perform the operation guided directly by the sense of touch and 
by vision as well. Furthermore, efficient and reliable instruments are 
used in the performance of symphysiotomy, which is a factor of some 
importance. , 

It is claimed for pubiotomy that it may be done subcutaneously, escap- 
ing a considerable wound; that it is adapted for septic cases; that it has 
largely superseded delivery by abdominal section, and that it avoids 
many of the disadvantages and dangers of symphysiotomy. It is also 
claimed for pubiotomy that firm bony union occurs after the operation, 
and that the pelvis is permanently enlarged. While the diameters of 
the pelvis are undoubtedly increased, firm bony union has been found 
lacking in many of the cases reported. 

Pubiotomy and symphysiotomy share the same disadvantages in that 
both expose the mother to very considerable danger of serious laceration. 
Unfavorable presentation of the fetal head frequently develops after 
these operations, and the extraction of the head thus unfavorably pre- 
senting draws the vaginal tissues against the cut ends of the bone, result- 
ing in very serious laceration. After pubiotomy the bladder has been 
laid open. Extensive tears accompanied by profuse hemorrhage have 
developed, even opening into the peritoneal cavity. A similar experience 
has accompanied symphysiotomy. A further disadvantage of pubiotomy 
lies in the fact that those methods of performing the operation which 
seem especially desirable require the use of a fine-wire saw. Unless 
great care is exercised in the manner in which the section is made, 
these saws easily break, and sometimes are extracted from the wound 
with great difficulty. In symphysiotomy substantial instruments can 
be employed and the danger of breaking is almost nothing. 
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The following cases of pubiotomy have recently been reported : 

Gibson, 1 of Dublin, describes 3 cases of pubiotomy in which the 
operation was performed by himself. 

The mothers nursed their children, and their recovery seemed to be 
as uneventful as that after ordinary labor. 

The method employed in the operation was essentially as follows: 
A rubber bag was placed in the vagina as soon as labor actively developed, 
to prevent the rupture of the membranes and preserve the amniotic 
liquid. When the cervix was fully dilated the membranes were ruptured 
and the bladder emptied by a catheter. A transverse incision large enough 
to admit a finger was made over the upper edge of the pubes between 
the symphysis and the tubercle, usually on the left side. The tissues 
were divided down to the top of the bone and the finger easily inserted 
behind it. Special care was taken to push back the bladder. Doder- 
lein's needle was then passed closely around the bone under the guidance 
of the finger in the vagina. When the point of the needle emerges, an 
assistant pulls the labia and other tissues well over to the opposite side 
so that the point of the needle emerges on the outer surface of the greater 
labium. A very small incision permits the needle to escape. Gigli's 
saw was then attached to the needle and drawn backward and out 
through the incision. Up to this time the patient was lying across the 
bed, with the sacrum resting on the edges. When the saw was in position, 
and before it was used, the patient's legs were brought closely together, 
and the assistants upon each side pressed to keep the ends of the bone 
from separating suddenly. When the saw is drawn tightly, from six 
to ten movements suffice to divide the bone, but before withdrawing 
the saw the operator must be sure that the ends of the bone separate 
easily. Sudden separation does not usually occur after pubiotomy. 
When the bone is sawed through profuse bleeding may occur. This 
can be controlled by pressure, and, should compression fail, the origin 
of the bleeding must be sought and ligatures applied. The patient is 
then placed in Walcher's position and the ends of the bone allowed to 
separate from 3 to 6 cm. This increases the conjugate from 1 to 2 cm. 
If possible, spontaneous labor should then be awaited. If the patient 
suffers much when recovering from the anesthetic an injection of mor- 
phine should be given and a rubber bandage placed around the pelvis 
for support. In most cases delivery is spontaneous, which adds greatly 
to the chance of escaping serious laceration. Should this not result 
the forceps must be used, and if necessary an incision made along the 
lateral wall of the vagina and into the perineum, if the vagina is poorly 
developed. Delivery should be very carefully accomplished to avoid 
serious laceration. After the uterus is emptied the incisions are closed 
with sutures, gauze packing is used, and firm compresses applied over 

1 Journal of Obstetrics and Gynecology of the British Empire, May, 1907 
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the incisions and over the vulva. Adhesive plaster is put around the 
pelvis and over that a tight binder. 

Tweedy 1 reports a pubiotomy at the Rotunda Hospital, upon a primi- 
gravida who had a flattened pelvis, the external conjugate measuring 
16.5 cm. The internal true conjugate was 6.5 cm. The head was in 
the lower uterine segment, freely movable, and the left parietal bone over 
the pubic arch. The patient was having occasionally uterine contrac- 
tions which were not painful. The cord was prolapsed, the membranes 
having ruptured, and the patient was under an anesthetic. Accordingly, 
as abdominal section had been declined pubiotomy was performed, using 
Doderlein's needle in the usual manner; when the sawing of the bone 
began, sudden and profuse hemorrhage occurred and continued until 
the bone was severed. This bleeding ceased suddenly and was easily 
controlled by pressure. The ends of the bone separated to between 3 
and 4 inches, and an effort was made to deliver by forceps, but this 
failed, as it was not possible to bring the head into the pelvic brim. 
Internal podalic version was then performed, and a living child readily 
delivered. 

Examination showed very serious lacerations in the cervix, which 
was torn into the lateral fornix, where the tissues between the ends of 
the bone had entirely given way. The wound in the pelvis had become 
a compound fracture, and this was drained with iodoform gauze. The 
lacerations were repaired and the patient rescued from an extreme 
degree of collapse. The patient's convalescence was a fairly good one, 
and when she had recovered there was an apparent widening between 
the ends of the bone of one-quarter of an inch. 

Zangemeister 2 contributes a paper upon the technique and indications 
for pubiotomy, with the report of 2 successful cases. Both of these 
women were multipara who had lost children in previous difficult births. 

Reifferscheid 3 adds the report of 7 cases to those already published 
in which he had performed pubiotomy. In giving his results, he gives 
the maternal mortality as 5.94 per cent. This is twice the mortality 
of the elective Cesarean section. In many of his cases laceration of 
greater or less severity occurred, and he considers the special danger 
of the operation to be the occurrence of laceration, which seems to be 
in many cases avoidable. 

Semmerlink 4 reports a case of hebotomy in which extensive injury 
to the bladder occurred. The patient recovered by draining the bladder 
constantly during her convalescence. 

Fehling 5 contributes an interesting paper upon pubiotomy and induced 
labor, in which he draws attention to the merits of each procedure. 

1 Journal of Obstetrics and Gynecology of the British Empire, May, 1907. 

2 Zentralblatt f. Gynakologie, 1906, Nr. 48. 

3 Ibid. 4 Ibid. B Ibid. 
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Baumra 1 reports 10 cases of pubiotomy in which a very large per- 
centage of severe lacerations occurred, following delivery, after the 
operation. The method of performing pubiotomy was by the use of 
Doderlein's needle. Labor was terminated in 7 of the 10 cases by for- 
ceps and in 3 by spontaneous birth. It was necessary to drain the 
wound in 4 cases. All of the mothers recovered. In 5 of the cases 
there were severe lacerations of the vulva and vagina, in 3 so extensive 
that two fingers could be laid between the ends of the bones; in 7 cases 
the puerperal period was complicated; in 3 partial necrosis of the ends 
of the bone occurred. 

All of the cases were obliged to remain in the hospital for some time, 
some of them for six weeks. 

As regards the permanent result of the operation, in none of them did 
a firm callus form; one df these patients had again become pregnant, 
and the ends of the bone were still separated the breadth of a finger. 
These patients, however, are able to walk without difficulty. 

The maternal mortality of the operation was stated by various report- 
ers as ranging from 4 to 7 per cent. 

Hocheisen 2 reports 16 pubiotomies performed after Bumm's method, 
which consists in the subcutaneous use of Bumm's needle. An especial 
point is made of the subcutaneous operation as being best adapted for 
private houses, where danger of infection of the wound is greater than 
in hospitals, and where patients will not permit an operation which 
requires anything like an incision. The insertion of the needle does not 
require a wound larger than 0.5 cm., and this can very readily be closed 
by catgut immediately after the operation. It was found by experience 
that the nearer to the symphysis the needle was passed the less was the 
bleeding, as the vessels are smaller as one approaches the median line 
of the body. The needle is kept as close to the bone as possible, and 
the soft parts about the labium are drawn aside as it is passed. After 
delivery the genital tract is firmly tamponed with gauze, a T-bandage 
placed over the vulva, and a firm binder around the pelvis. When spon- 
taneous delivery is expected after pubiotomy, pressure is made over 
the womb and the vagina is tamponed with gauze. If labor does not 
develop actively the forceps may be employed. 

Among these cases is one in which injury to the bladder, followed 
by fistula, resulted from the operation, the fistula closing spontaneously 
ultimately. 

In one case, that of a primipara, an x-ray picture of the pelvis showed 
that, in place of pubiotomy, symphysiotomy had really been per- 
formed. In another case an extensive tear occurred near the urethra, 
which resulted in very free hemorrhage. The patient's puerperal period 
was complicated by thrombosis of the left femoral vein. 

1 Monatsschrift f. Geburtshiilfe und Gynakologie, 1907, Band xxv, Heft 4. 

2 Archiv f. Gynakologie, 1906, Band lxxx, Heft 1 



OBSTETRICAL SURGERY 223 

Hocheisen recognizes, as do others, the great danger of extensive 
laceration after the operation with the formation of hematoma, which 
may become infected. In many of the cases the ends of the bone 
remained asunder after recovery from the operation, and in one prolapse 
of the wall of the bladder and pelvic viscera resulted. Recovery fol- 
lowed in these cases, with the preservation of function, with greater or 
less degree of bony union. 

In two cases the patients were not able to follow their former occupa- 
tions and were obliged to secure other employment. 

In 50 per cent, the puerperal period was normal, while in 50 per cent, 
some complications arose. There is an especial liability to thrombosis 
after this operation. 

The children were born living, with one exception. One child died 
three days after the operation. 

When the cases are tabulated as regards the presence or absence of 
lacerations, or the necessity for incising the genital tract to secure delivery, 
it is found that in the entire series of 16 cases there was injury to the 
bladder or vagina or surrounding tissue. 

Seeligmann 1 writes upon the method and technique of the operation. 
In the cases which he has collected the mortality for the mothers and 
for the children alike was 5 per cent. He recognizes the fact that the 
subcutaneous operation is the most desirable, but this method does 
not secure immunity to injury from laceration. 

Pubiotomy has rarely been performed as yet in the United States. 
At the recent meeting of the American Gynecological Society, Fry, of 
Washington, recorded two cases operated upon by himself in which the 
circumstances were unfavorable for the successful performance of the 
operation. Both patients had been in labor for some time and with 
efforts at delivery, but the operation was done as a last resort. The 
results were unsatisfactory, and did not lead Fry to advocate the operation 
enthusiastically. 

Of cases reported by other American operators, 1 proceeded smoothly, 
with a good recovery; 1 died of infection; and the recovery of 1 was 
complicated by laceration and hemorrhage. 

Pubiotomy must not be condemned unreservedly, and, on the other 
hand, must not be recommended for all cases of dystocia due to dis- 
proportion. A condition of primary importance for success is one which 
underlies the success of all major obstetrical operations, namely, that 
the mother shall be uninfected when the operation is performed. Those 
who advocate pubiotomy warmly have alleged that it is the operation 
of choice in cases of sepsis complicating labor. This seems to me irra- 
tional, for the greatest danger of the operation is laceration and the 
formation of hematoma following hemorrhage. These three con- 

1 Zentralblatt f. Gynakologie, 1907, Nr. 5. 
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ditions are exactly those which make septic infection especially fatal, 
and hence to add to the danger of a patient already septic, extensive 
laceration, hemorrhage, and the formation of hematoma, seems to me 
to invite disaster. 

A review of the literature and my own experience with symphysiotomy 
lead me to believe that pubiotomy would be most successful in unin- 
fected patients in good condition. Primiparae are bad subjects for 
pubiotomy, because the birth canal is undilated and the danger of 
laceration and hemorrhage during delivery is much greater than in 
multiparas. A considerable degree of pelvic contraction also militates 
against pubiotomy, for such contraction is accompanied by a lack of 
development in the birth canal, which exposes the patient to special 
danger during delivery; so that great disproportion between mother 
and child would contra-indicate pubiotomy. This would be equally 
true where pelvic contraction existed, or in cases of prolonged gestation 
with an overgrown child. The large and hard head of such a fetus 
will certainly produce serious laceration. We should then reserve 
pubiotomy for uninfected cases, with mother and child in good condition, 
the mother being a multipara and the child not of excessive size. 

To be most successful, the operation should be done when dilatation 
is complete, the membranes unruptured, and the mother's strength 
and condition good; and to be most successful the operation requires 
hospital facilities. 

Although it seems a simple affair by the subcutaneous method, it 
cannot be done safely in a private house. The operation, then, has a 
restricted field, and the next few years will determine its permanent 
value. 

It is interesting to observe that within a comparatively short time but 
little has been written concerning vaginal Cesarean section. Pubiotomy 
has taken the field of discussion for the present. Vaginal Cesarean 
section has, however, been successfully performed by many operators, 
and has been received with considerable favor by some American 
obstetricians. 

Williams and Fry have had good results in selected cases, and advocate 
its performance. It seems especially indicated in cases where there is 
no essential disproportion between mother and child, but where some 
condition has arisen which makes prompt delivery imperative while 
the birth canal in the mother is still undilated. This operation also 
demands hospital facilities, an experienced operator, and trained assist- 
ants. With these prerequisites, it also has a restricted field of usefulness. 
Symphysiotomy is still occasionally performed, and sometimes with 
very satisfactory results. It does not, however, compare in merit with 
other methods of delivery, and should be limited closely to multipara 
in good condition, uninfected, and in whom there is no great dispropor- 
tion between mother and child. 
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The high application of forceps is made the subject of a paper by 
Rimmen. 1 His cases were taken from the clinic in Breslau, and com- 
prise 100 in number. The indications were eclampsia in 17; fever in 
15; offensive amniotic liquid in 7; threatened uterine rupture in 2; 
uterine inertia in 3; placenta previa in 1; obstruction to labor by a cyst 
in 1; failure of spontaneous labor in 3; abnormal mechanism of labor 
in 3; altered heart sounds in the children in 40; and prolapse of the 
umbilical cord in 6. 

Three of the mothers died of eclampsia shortly after delivery; in 7 
of these cases the characteristic lesions of the fatal complication were 
present. 

The injuries received by the mothers in these deliveries were extensive 
lacerations of the perineum and pelvic floor in 1 ; laceration of the vagina 
extending to the pelvic bone in 1 ; laceration of the cervix extending deeply 
into the perimetrium in 1; rectovaginal fistula in 1; paralysis of the 
peroneal nerve in 1; fistula between the ureter, the bladder, and the 
vagina in 1. 

The cervix was completely dilated in 44 per cent., moderately dilated 
in 20 per cent., the size of a large coin in 33 per cent., while in the remain- 
der but slight dilatation occurred. 

In 81 per cent, of cases the puerperal period was normal, while in 
16 per cent, complications prolonged the puerperal period from sixteen 
to fifty-five days. In 5 of these cases during the puerperal period 
there was localized infection; in 3 exudate in the pelvis; in 1 cystitis; 
in 1 thrombosis. The puerperal period was free from fever in half 
of all the cases, while three-eighths had a temperature rising to 104° F. 
and one-eighth had fever reaching above 104°. 

Of the 100 children, 69 were discharged living and in good condition 
from the hospital. 

The mortality among the children was 31 per cent. Those children 
were in such bad condition before the operation that their loss. can 
scarcely be ascribed to its performance; 12 of the children perished 
during delivery and 10 from a few hours to three days after labor. 

Of those perishing during labor, injury to the umbilical cord occurred 
in 2; in 1 the uterus was in malposition from a previous ventrofixation; 
while in 9 cases the exact cause of the death of the children was not 
evident. 

Among the patients that had normal pelves the weight of the child 
varied from 2750 to 3910 grams. Among the fatal cases for the children, 
22 in number, there were observed 4 in which the head had become 
well molded by the forces of labor. This point is of very considerable 
importance as illustrating the fact that the high application of the forceps 
to the molded head is attended by a fetal mortality of but 11 per cent., 

1 Monatsschrift f. Geburtshulfe und Gynakologie, 1907, Band xxv, Heft 2. 
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while the high use of the forceps, and the head not molded, is followed 
by 36 per cent, mortality. Among the 22 were 14 primiparse. 

The children surviving suffered from the following complications: 
1 from pressure upon the parietal bone; 3 from pressure and indentation 
upon the forehead; 2 from fracture of the head in the region of the fore- 
head and 1 from formation of hematoma. 

In comparison with symphysiotomy and pubiotomy, the mortality 
rate of symphysiotomy for the mothers is given as from 4 to 6.5 per cent., 
and for the children 19 per cent.. Pubiotomy is stated to have a maternal 
mortality of from 5 to 7 per cent., and a fetal mortality of 17 per cent. 
In selected cases the high application of forceps seems to have favorable 
indications. 

In reviewing the cases, it is stated that the maternal mortality from 
the operation was nothing; 16 per cent, of the mothers had prolonged 
puerperal periods complicated by fever; 7 of the mothers had lacerations 
of the birth canal of considerable extent; from 31 to 22 per cent, of the 
children perished under the use of high forceps, and 10 per cent, of the 
children sustained considerable injury. 

The statistics of other clinics in Berlin, St. Petersburg, and Budapest 
on the use of forceps show a maternal mortality ranging from nothing to 
6.5 per cent., the fetal mortality ranging from 20 to 30 per cent 

Cesarean Section. The uncertainties accompanying other methods of 
delivery and the success of the elective Cesarean section have led some 
operators to urge its wider adoption. This cannot be expected unless 
Cesarean section can show results comparable for mother and child 
with those of induced labor, pubiotomy, vaginal Cesarean section, for- 
ceps, and version. 

In a collection of cases published a few years ago, Williams found 
that the mortality rate of elective celiohysterotomy for the mother varied 
between 3 and 4 per cent. The results of the elective section for the 
children should be no mortality. Lately the elective Cesarean section 
has been brought to our attention by the reports of cases without mater- 
nal or fetal mortality, and by a series of cases in which the maternal 
mortality was less than 3 per cent, and the fetal mortality nothing. 

At a meeting of the Chicago Gynecological Society, December 21, 
1906, Reynolds 1 read by invitation a paper upon the primary operation 
for obstetrical debility. In this paper he draws attention to the fact 
that it is possible to predict the character of the labor from the health 
and vigor of the mother during pregnancy; that a considerable number 
of cases exist in which the obstetrician can expect from the mother no 
vigorous and sustained effort in labor; that gradual methods of delivery 
in these cases expose the mother to greater danger and suffering than 
does the elective Cesarean operation. Where the pelvis is ample and 

1 Surgery, Gynecology, and Obstetrics, March, 1907. 
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the development of the pelvic canal normal, delivery through the pelvis 
may be selected instead of that through the abdomen. 

Cases are narrated in which frail women were subjected to delivery 
through the pelvis with much greater difficulty and risk than that which 
attends an elective Cesarean operation. 

Reynolds' series of 29 cases without maternal and fetal mortality 
is an illustration of the good results of the elective operation. 

By the term "elective operation" he designates an operation literally 
of choice. The mother need not come into labor, but the time most 
convenient and best adapted for her needs may be selected regardless 
of parturition. 

If the cervical canal is in a small degree dilated it is ample for the 
drainage of the lochia, and labor need not be waited for on that account. 
In cases where there is doubt of the mother's ability to deliver herself, 
and she has come into labor, Reynolds has in some cases made tentative 
application of the forceps before proceeding to section. 

In the discussion, the gravity of artificial dilatation and the high 
application of the forceps was distinctly recognized. At the same time 
it was pointed out that it is difficult to prognosticate the course of labor 
from the mother's physical condition, as sometimes women apparently 
weak pass through labor without especial difficulty. 

Frank 1 reports 13 cases of delivery by what he terms "incision above 
the symphysis." This operation has for its purpose the delivery of the 
patient with the least possible danger to the peritoneum. The uterus 
is brought out through the incision, and the abdominal wall immediately 
closed behind the wound. In this manner, prolapse of the intestine is 
prevented, and also the entrance of blood and amniotic liquid into the 
abdominal cavity. Frank has practised various methods of incising 
the uterus on the anterior and posterior wall transversely and longitu- 
dinally, and has found no one method of incision to be essential. The 
uterus should be opened in such a manner as to procure the most prompt 
and efficient contraction after the delivery of its contents. The muscu- 
lar tissue of the uterus when the child is born is brought together as firmly 
and exactly as possible. The best quality of catgut is preferred by 
Frank for this purpose. 

Special attention is paid to closing the uterine muscle exactly and 
firmly in order to prevent the loss of blood. The incision through the 
skin and fascia is made transversely above the pubes. The incision of 
the uterus is carried through the extraperitoneal portion transversely 
in the lower uterine segment. 

If there is any doubt concerning the drainage of the lochia a strand 
of gauze is placed through the uterine cavity into the cervix. 

The results of the operation were good, and Frank believes that the 

1 Archiv f, Gynakologie, 1907, Band lxxxi, Heft 1, 
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method has distinct advantages over the usual longitudinal incision 
which opens freely the peritoneal cavity. 

His paper recalls the proposal of Thomas to deliver the child by gastro- 
elytrotomy. 

Cesarean Section for the Fourth Time in the Same Patient. 
Fruinsholz 1 and Michel report the case of a patient who had achondro- 
plasia with a highly contracted pelvis. This patient had already had 
three Cesarean operations, in two of which great difficulty was experi- 
enced in separating the abdominal adhesions. In the seventh and last 
pregnancy she went to full term and Cesarean section was performed 
for the fourth time. A very dense cicatrix was found with the anterior 
wall of the uterus adhering to the scar. The cavity of the womb was 
entered by the first incision, but the opening was enlarged by scissors. 
After emptying the uterus this cavity was packed with gauze. With 
considerable difficulty the womb was freed from the abdominal wall 
and Porro's operation was performed. The patient made a good 
recovery. 

The portion of the uterus which was removed was subjected to exami- 
nation and the anterior wall found with the scar tissue excessively thinned* 
The skin over the abdominal wall had formed a portion of the scar. 
On microscopic examination, the connective tissue of the scar was found 
mixed with smooth muscle fibers. 

Cesarean Section for Twin Pregnancy with Pelvic Contrac- 
tion. Cowen 2 reports a section on a rachitic dwarf in whom the fetal 
head could not be made to descend. After the uterus was opened twin 
pregnancy was discovered. The patient made a good recovery. 

Cesarean Section with Total Removal of the Pelvic Contents 
for Carcinoma. Liepmann 3 reports a case of carcinoma complicated 
by pregnancy in which the child was delivered by section. The opera- 
tion was completed by the entire removal of the uterus, tubes, and 
ovaries. 

In the carcinomatous tissue removed were found streptococci in pure 
culture. As an additional safeguard the patient was immediately 
treated by antistreptococcic serum. On the twenty-first day after opera- 
tion the patient had a thrombophlebitis, from which she made a good 
recovery. 

Forty-one Cases of Cesarean Section with Certain Modifi- 
cations in the Technique of the Operation. Markoe contributed 
to the International Medical Congress at Lisbon, April, 1906, a paper 
giving an account of 41 Cesarean sections performed by the attending 
surgeons in the Lying-in Hospital of the City of New York. The 
method of operation was essentially as follows : The abdominal incision 

1 Annates de gynScol. et d'obstet., January, 1907. 

2 British Medical Journal, January 26, 1907. 
8 Zentralbjatt f. Gynakologie, 1907, Nr. 11 T 
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was made entirely above the umbilicus. The fundus of the uterus was 
directly under the wound. An assistant, by pressure upon the abdomi- 
nal walls, practically shut off the uterus from the peritoneal cavity. 
The uterus was opened by median incision on its anterior surface at 
the top of the fundus, the incision being a little longer than the abdominal 
opening. After the uterus was empty it was sutured by chromic catgut 
and a continued suture of catgut. As the uterus contracted the sutured 
portion descended behind the abdominal wall, which had not been 
opened. 

The advantages claimed for this method are as follows: A short 
abdominal wound, the non-delivery of the uterus from the abdomen, 
and the fact that when the operation is completed the uterine wound 
and the abdominal wound are not in contact, and therefore adhesions 
do not take place. The uterus is left free to assume its normal position 
and to undergo speedy involution. 

In the 41 cases reported 6 mothers died, 3 from septic infection. 

I 1 have reported 48 Cesarean sections. The indications for operation 
were disproportion between mother and child in 42 cases, fibroid tumors 
rendering labor impossible in 2 cases, eclampsia in 3, melancholia, breech 
presentation, absence of labor pains in 1 ; 13 of the patients were mul- 
tipara and 35 primiparse; 26 of the operations were celiohysterotomies; 
18 were celiohysterectomies; 3 were the Porro operation, and 1 post- 
mortem incision. Of these patients 39 were infected before labor, 
and 1 of these died, a mortality percentage of 2.6. This death was 
occasioned by diffuse peritonitis, caused by the Bacillus proteus vulgaris. 
The uterus was perfectly healed and sterile. The catgut used was also 
found to be sterile. 6 of these patients were infected at the time of opera- 
tion; 3 recovered and 3 died; 3 cases of eclampsia were delivered by 
abdominal section, none of whom survived. 

In each case of eclampsia the operation was done as a last resort, 
in 1 case the mother being dead at the moment of operation, and in the 
other 2 being practically moribund. In 1 case the child lived for two 
weeks after its delivery. 

Of the children, in cases where the mother was uninfected and in good 
condition before labor, none died. In the other cases some serious 
disease was present which threatened the life of the child as well as that 
of the mother. 

The morbidity among the mothers was 5 in 47 cases. This arose from 
infection produced by the mothers displacing the dressings and infecting 
the incision, stitch abscess, and other minor complications common 
to surgical operations. 

During a celiohysterectomy, the blood pressure of the patient was 
taken at intervals of a few moments. At the beginning of operation 

1 Surgery, Gynecology, and Obstetrics, November, 1906. 
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the blood pressure was 150 mm. with a Riva Rocci apparatus. Under 
ether the pressure rose to 185 mm. and fell during the extraction of the 
child and the removal of the placenta to 100 mm.; it then gradually 
rose to 170 mm., and then declined during convalescence to 140 mm. 

The uterus was turned out of the abdomen and the uterine incision 
closed by buried stitches of silk. A continuous suture of catgut or fine 
silk closed the peritoneal surface of the uterus. 

Cesarean Section for Vesicovaginal Fistula. Wechsburg 1 
reports a case of vesicovaginal fistula following a very difficult forceps 
delivery. Repeated operations after the mother recovered succeeded 
in closing the fistula. Subsequent pregnancy occurred, and it was found 
necessary to deliver the mother by abdominal section to prevent the 
destruction of tissue which had been built up by operation. The section 
resulted successfully. 

Vaginal Cesarean Section. Holmes 3 reviews vaginal Cesarean section 
as practised by Acconci and Duhrssen. He believes that the indications 
are rigidity of the cervix, including scar tissue and carcinoma, and in 
some cases cervical displacements. He does not believe that vaginal 
Cesarean section should be done for eclampsia, placenta previa, or pre- 
mature detachment of the placenta. In maternal heart disease, per- 
nicious nausea, chorea, and other grave medicinal conditions, it is thought 
that the operation may sometimes be indicated. 

Very rarely is vaginal Cesarean section indicated for a complication 
arising with the fetus. In one case Bumm operated for prolapse of the 
cord, and the cervix was uneffaced and undilated. Mother and child 
recovered. 

It is interesting to note that while papers upon the use of Bossi's 
dilator, FrommePs dilator, and other similar metallic instruments were 
abundant in literature within the last year, the attention of the profession 
has been directed to various methods of dilatation or incision of the cervix 
which do not call for dilatation by steel instruments. This must be 
ascribed to the fact that Bossi's and other similar dilators, frequently 
cause severe laceration of the cervix, extending so widely into the adja- 
cent tissue as to produce serious results. At the present time the ten- 
dency is to dilate the cervix with Pomeroy's or De Ribes' bags, where 
these bags can be inserted readily. Where the cervix is obliterated, and 
one or two fingers can be introduced, manual dilatation is undoubtedly 
the safest of all methods. Where the cervix is not effaced, experienced 
operators do not employ steel dilators like Bossi's, but the tendency is 
to perform vaginal or abdominal Cesarean section. It must not be for- 
gotten that in all these cases there is some essential and imperative 
reason for terminating the pregnancy in the shortest possible time. 

1 Zentralblatt f. Gynakology, 1907, Nr. 6 

2 Surgery, Gynecology, and Obstetrics, December, 1906. 
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I have had good results where it was desired to partially dilate the 
cervix with Newell's dilator. This relies for its dilating force entirely 
upon the pressure of the hand, and is thus a much more sensitive and 
safe instrument than that of Bossi. 

Immediate Closure of the Lacerated Cervix. Coles 1 reports 181 cases of 
immediate closure of the cervix, with good union in 88 per cent., fair 
union in 11 per cent., and no union in 1 per cent. The position and 
involution of the uterus were improved by the operation. No infection 
could be traced to the operation, nor did the patient suffer inconvenience. 
In many of the cases where postpartum bleeding was anticipated the 
uterus was tamponed with iodoform gauze. 

The Treatment of Puerperal Septic Infection by Active Disinfection of 
the Uterus. Gardener 2 treated 86 cases of puerperal septic infection 
with a mortality of 20 per cent, by the following method: A thorough 
curetting was done with a sharp curette. This instrument was made 
especially for this purpose, its extremity being very broad to avoid per- 
foration of the uterus. A douche was then given and the raw surface 
swabbed carefully with gauze, soap, and what is termed "medical izal 
fluid." The uterus was then packed with gauze or lint soaked in 1 to 200 
solution of the same drug, or with 10 per cent, izal gauze. The vagina 
was also tamponed. This material was removed on the next day, and 
not reinserted. No douches were given. 

In contrast to this, he reports 79 cases treated by general means, with 
or without intra-uterine douches, with a mortality of 46 per cent. 

Izal has been successful in the treatment of streptococcus infection 
in the throat and in scarlatina, and it was from this that the writer was 
led to employ it in puerperal sepsis. 



THE PUERPERAL PERIOD 

Temperature Occurring during the Puerperal Period. Ryder 8 contributes 
a paper upon this subject, illustrated by 16 charts showing variations 
of temperature in the puerperal period. He first calls attention to the 
reaction which often follows long and difficult labors in which the tem- 
perature rises to 102° or 103° F., but descends almost immediately to nor- 
mal. The temperature produced by distention of the breasts is rarely 
above 101°, and disappears as the condition of the breasts becomes 
favorable. 

When mastitis arises, a chill frequently precedes fever, and the tem- 
perature reaches 103° or 104°. An irregular temperature of from 101° 
to 104° may occur before or after labor, due to pyelitis. In these cases 

1 Surgery, Gynecology and Obstetrics, November, 1906. 

2 Journal of Gynecology and Obstetrics of the British Empire, January, 1907. 
8 Surgery, Gynecology, and Obstetrics, January, 1907 
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other causes of temperature can be excluded, and there is pain usually 
over the right kidney, the urine is acid, with leukocytes, and generally 
contains the Bacillus coli communis. 

Puerperal toxemia may also produce fever, arising from the retention 
of the lochial discharge through dilatation of the uterus from some 
temporary disturbance. Retroflexion of the uterus may cause lack of 
drainage, or sudden excitement may bring about temporary relaxation 
and retention. 

These temperatures disappear if the uterus is washed out and tonics 
are given. Various elevations of temperature may also be produced 
by the direct absorption of bacteria. These usually occur in the early 
days of the puerperal period, and are sometimes accompanied by the 
presence of exudate in the pelvis. During the last weeks of the puer- 
peral period, thrombosis of the femoral vein may produce elevation of 
temperature. 

Postpartum Hemorrhage. Le Page 1 has successfully treated severe 
postpartum hemorrhage as follows: The patient's pelvis is elevated 
and the abdominal aorta is compressed by an assistant. The operator 
with an aseptic hand thoroughly explores the uterus, turning out clots 
which may be retained. Ergot is given freely and brandy and water by 
the bowel. The legs and arms of the patient are raised and tightly 
bandaged. Compression of the aorta is continued until the hemorrhage 
ceases and is very gradually suspended. 

The Prevention of Puerperal Mastitis. Doderlein 2 has employed a 
solution of rubber in 1 per cent, formalin which is called gaudanin, to 
prevent puerperal mastitis. 

In a series of 200 cases after primary disinfection, this solution was 
applied to the nipples and over the areola in such a manner as to protect 
any abraded surfaces. A second application was made in a few days, 
in accordance with the severity of the case. In cracked and wounded 
nipples with distended breasts this method gave excellent satisfac- 
tion. 

The Treatment of Puerperal Infection with Paltauf's Streptococcic Serum. 
Burkhard 3 reports 50 cases of streptococcus infection treated by this 
serum. It was injected into the spaces beneath the clavicles and ante- 
rior surface of the thighs, in doses of 100 c.c. Alcohol was given in 
intra-uterine douches, and puerperal ulcers were disinfected. 

In 29 cases with pure streptococcus infection there was no mortality; 
in the* 50 cases there were 6 deaths: 2 from mixed infection, 2 from 
streptococcus infection, and 2 in which the bacteriological diagnosis 
was not complete. 

1 British Medical Journal, January 26, 1907. 

2 Zentralblatt f. Gynakologie, 1906, Nr. 49. 

8 Archiv f. Gynakologie, 1906, Band lxxix, Heft 3. 
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Peritonitis Caused by Gonococcus in the Puerperal Period Successfully 
Treated by Abdominal Section. Leopold 1 reports the case of a patient 
who had an acute gonorrhea at the time of spontaneous labor. Within 
twenty-four hours she developed symptoms of peritonitis, and upon 
section the peritoneal cavity was found filled with fluid in which pus 
and the gonococcus were abundantly present. By thorough drainage 
with wicks of gauze the patient recovered. 

The Neutrophiles in the Puerperal Period and the Result Produced by 
Treatment with Serum. Burkhard 2 found a preponderance of cells with 
one nucleus during the puerperal period. When infection occurred the 
number of leukocytes varied greatly, from 2400 to 28,000. The most 
serious symptom was a very low percentage of leukocytes, usually 
accompanied by the presence of streptococci. When the leukocytes 
were most abundant, a mixed and less virulent infection was present. 

The writer believes that where the focus of infection is localized the 
leukocytes are more abundant, but when infection is diffuse the number 
sinks. Treatment by the serum increased the number of leukocytes, 
especially the number of cells with one nucleus. 

The bone-marrow in favorable cases produced an increased number 
of young cells. 

In cases where streptococcic infection is recent the serum may be 
properly employed, but when the process is prolonged the use of the 
serum tends to lessen the number of leukocytes, which is already deficient. 

Streptococci in the Puerperal Period. Zangemeister 3 has proved by 
clinical observation and culture study that streptococci which have 
been quiescent in the birth canal before labor or during an ordinary 
recovery from convalescence may in the presence of unusual conditions 
become actively virulent and produce infection. 

A Secretion of Sweat Resembling Milk from the Axillary Glands during 
the Puerperal State. Seitz 4 reports 2 cases in which during the puerperal 
period there was pain in the axilla on both sides with swelling, the 
tissues being especially hardened beneath the skin. The veins were 
engorged, the whole axilla being distended, but not reddened. On 
pressure fluid exuded, which microscopically somewhat resembled 
milk. No nipples or glands could be found and the fluid was determined 
to be from the sweat glands of the axillary region. 

1 Zentralblatt f. Gynakologie, 1906, Nr. 43. 

2 Archiv f. Gyniikologie, 1906, Band lxx, Heft 3. 

3 Zeitschrift f, Geburtshulfe und Gynakologie, 1906, Band lviii, Heft 3. 

4 Archiv f. Gynakologie, 1906, Band lxxx, Heft 3. ^ 
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THE FETUS AND NEWBORN CHILDREN. 

Umbilical Infection in Newborn Children. Keller 1 in studying the 
umbilical infections in newborn children found that tetanus comprised 
1.1 per cent, of all deaths in the first month of life. So soon as the 
umbilicus is healed the cases of tetanus become exceedingly rare, show- 
ing that the umbilicus is the site of infection. The percentage of deaths 
from tetanus in the first year of life is estimated at 0.4 per cent., while 
the entire percentage of tetanus deaths in the population is given at 
19.01 of 1 per cent. 

Blood poisoning through absorption from the umbilicus causes 0.25 
of 1 per cent, of deaths during the first year of life. From all causes 
the death rate of this period is estimated at 0.34 of 1 per cent., which 
shows what a large part is played by blood poisoning. 

When blood poisoning, tetanus, inflammation of the umbilicus, 
umbilical hemorrhage, and inflammations of the abdominal tissues 
about the umbilicus are considered, it is found that from these causes 
in the first month of life 2 per cent, of children die, and in the first year 
1 per cent., and that the combined mortality of the first year is practically 
1.3 per cent. 

The Effects of Gonorrhea in the Mother upon the Child. Lobenstine 2 
and Harrar concluded, from the study of these cases, that the average 
birth rate of children born from gonorrheal mothers is less than that 
from normal mothers. The average initial loss is also more pronounced, 
and the weight regained by the tenth day is much less in gonorrheal 
infections than in those whose mothers are free from the disease. 

The results are increased tendency to disturbance of temperature and 
to complications arising from the intestine. 

Gonorrhea in the mother in the latter months of pregnancy not only 
causes premature birth, but lessens the average birth weight at term. 
This probably comes about from the lowered standard of nutrition at 
the birth of the child. 

Carbonic Acid Gas in the Blood of Newborn Children. Rielander 3 has 
made an extensive study of this subject. He finds that by a compara- 
tively simple method the percentage of C0 2 in the blood can be deter- 
mined. It has a value in pointing out the efficiency or failure of the 
heart and in indicating the presence or absence of compensation. It 
also has a decided value in studying some cases of malnutrition where 
the child undergoes a more or less constant asphyxia from the absorption 
of poisonous products from the intestine. 

1 Zeitschrift f. Geburtshulfe und Gynakologie, 1906, Band lviii, Heft 3. 

2 Bulletin of the Lying-in Hospital of the City of New York, December, 1906. 

3 Monatsschrift f. Geburtshulfe und Gynakologie, 1907, Band xxv, Heft 1 und 2. 
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The Criteria of Birth at Full Term. Holzbach 1 draws attention to the 
fact that one cannot base an assertion of full-term birth upon the length 
of the child alone. While 50 cm. is the average length, children are 
frequently as well developed whose length is but 48 cm. In 30 pre- 
mature children 18 were observed with finger nails well developed, in 
42 per cent, the nails and ears were completely formed, and in 17 per 
cent, of premature children there was an absence of lanugo; in 48 per 
cent, of premature female children the external genital organs were devel- 
oped, and in 72 per cent, of male premature children the same was true. 

The size of the greater fontanelle varies so much that it alone cannot 
be depended upon as an evidence of full-term birth. The stump of 
umbilical cord separates earlier in premature children than in full term; 
the weight of the placenta is greater in children at term than in those 
born prematurely. Differences in weight of 300 to 400 grams were 
observed between the placentae of fully developed children. 

Of special value is the relation between the circumference of the 
child's trunk and shoulders and the circumference of the fetal cranium. 
To declare a child at full term, a careful study must be made of the 
various factors which indicate full development. 

Intra-uterine Infection with Erysipelas in the Newborn. Scheib 2 con- 
tributes a paper upon this subject in which he reviews the work of other 
experimenters and finds it difficult to absolutely establish the occurrence 
of intra-uterine infection from erysipelas in the newborn. Cases are, 
however, reported in which newborn children have presented the macro- 
scopic lesions of this condition. 

Twin Pregnancy with One Amnion, with Coiling and Knots in the Umbili- 
cal Cords. Piltz 8 reports an interesting case of twin pregnancy with one 
amnion in which the umbilical cords were knotted and coiled together. 
Both children died: one during birth and the other before labor began. 

The Treatment of Brachial Birth Palsy. Taylor 4 reports 9 patients 
operated upon for this condition, in 7 of whom primary union occurred 
immediately after the operation. Early operation is indicated, from 
six to twelve months. Further experience may indicate an even earlier 
date. Deformities should be prevented by massage before and after 
operation. When a favorable result follows the nutrition of the limb 
first improves, and then in from one to two years, by the steady employ- 
ment of massage and electricity, the child will gradually regain increased 
power. 

Offensive Liquor Amnii. Handfield Jones 5 reports 4 cases in which 
the amniotic liquid was muddy in appearance and offensive in odor. 
Mothers and children recovered well from labor. 

1 Monatsschrift f. fleburtshulfe und Gynakologie, 1906, Band xxiv, Heft 4. 

2 Zeitschrift f. Geburtshulfe und Gynakologie, 1906, Band lviii, Heft 2. 
8 Zentralblatt f. Geburtshulfe und Gynakologie, 1907, Nr. 2. 

4 Journal of the American Medical Association, January 12, 1907. 

6 Journal of Obstetrics and Gynecology of the British Empire, April, 1907. 
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On examining the fluid it contained pus, blood, crystals of cholesterin, 
and bile-stained epithelia. Numerous bacteria were present, staphy- 
lococci and coliform bacilli. The leukocytes were destroying the bac- 
teria. The odor of the liquid was exceedingly offensive, and suggested 
fecal odor. It seemed highly probable that the Bacillus coli communis 
was the cause of this condition. 

In several of the cases clear amniotic liquid escaped for many hours 
before the fetid discharge began, but in 1 case the amniotic liquid was 
offensive from the time when the membranes ruptured. In 1 of these 
cases the lochial discharge was extremely offensive for some days after 
delivery. Involution proceeded normally in all the cases. 

The Treatment of Melena Neonatorum with Injections of Gelatin. 
Schubert 1 reports 2 cases of hemorrhage in newborn children in which 
the bleeding ceased and recovery followed the injection of 10 c.c. of 
a 2 per cent, solution of gelatin beneath the skin in the region of both 
hips. 

The Cry of the Child within the Uterus. Blumm 2 reports a case of breech 
presentation in which he was called by the midwife to deliver the patient. 
As the hand was introduced to grasp the child, a distinct cry was heard 
by several persons present. 

The Relation of the Fetal Heart Beat to Sex, and the Question of Intra- 
uterine Breathing. Buttner 3 examined 63 pregnant patients to determine 
the relation of the heart beat to sex, and also observed intra-uterine 
breathing of the fetus. He found that with the male fetus the pulse 
averaged 137.3, with the female fetus 141.4 beats to the minute. In 
two-thirds of all cases the heart heat varied from 135 to 145. 

A correct diagnosis as to the sex of the child could be made from the 
heart beat in about 50 per cent, of the cases. 

He also searched for Ahlfeld's sign, known as intra-uterine breathing. 
Rhythmical movements of the fetal body from 48 to 52 times per minute 
and in other cases from 45 to 46 per minute could be observed. The 
umbilicus of the child moved slightly with each of these motions. 

He agreed with Ahlfeld that these movements are caused by move- 
ments of the muscles of the chest in the fetus. 

An Interesting Lithopedion. Holstz 4 reports the case of a patient from 
whom a lithopedion was delivered by abdominal section. This had 
probably remained in the body of the mother for about six years. The 
fetal tumor consisted of the larger bones of the skeleton, and in many 
of the bones the cells were still capable of being colored by microscopic 
dyes. This would seem to indicate that the bones from the lithopedion 
sometimes retain their cellular life for a number of years. 

r- 

1 Zentralblatt f. Gynakologie, 1907, Nr. 7. 

2 Ibid., Nr. 9. 

s Ibid., Nr. 14. 
* Ibid., Nr. 15. 
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Difficult Labor with an Acardius Acephalus. Nacke and Benda 1 report 
a case of difficult labor from a monster of this sort. In the absence of 
the upper portion of the body the effort to deliver the monster by trac- 
tion upon one of the legs turned the trunk in such a position as to make 
the birth very difficult. 

Mensuration of the Child in the Uterus. McDonald 2 estimates the dura- 
tion of pregnancy by measuring, with a pelvimeter or tape-line, the 
length of the uterus from behind the symphysis to the fundus. He then, 
with a pelvimeter fastened to two fingers of each hand, presses firmly 
into the tissues above the symphysis, thus measuring the occipitofrontal 
diameter. In 100 cases it was found possible by deducting 2 cm. to 
gain an accurate idea of the biparietal. This method should be of value 
in determining the choice of operation in contracted pelves. 

The Treatment of Asphyxiated Children by the Infusion of Oxygen. 
Offergeld 3 reports 12 cases of complicated labor in which the children 
were born asphyxiated and were treated by the introduction of oxy- 
gen gas into the circulation; 3 of these children survived, but the 
remainder perished. Asphyxia was very severe in the pallid stage, and 
most of the deaths occurred from failure of the heart action. 

While theoretically the use of oxygen should be indicated in these 
cases, practically it did not seem superior to other and more usual 
methods. 

1 Zentralblatt f. Gynakologie, 1907, Nr. 17. 

2 Journal of the American Medical Association, December 15, 1906. 
8 Zentralblatt f. Gynakologie, 1906, Nr. 52. 



DISEASES OF THE NERVOUS SYSTEM. 

By WILLIAM G. SPILLER, M.D. 
DISEASES 07 THE BRAIN. 

• 

Brain Tumor. Recovery from Brain Tumor after Operation. 
Real recovery after removal of a brain tumor is so rare that every case 
in which it occurs should be reported. Occasionally improvement is 
seen after the removal of a brain tumor, and more frequently arrest 
in the development of the symptoms. In a case of occipital tumor, 
observed by Oppenheim and Krause, 1 right hemihypoesthesia, hemi- 
ataxia, hemiparesis, hemianopsia, and headache had been present. A 
tumor was shelled out of the occipital lobe. The patient had visual hallu- 
cinations following this operation, but about two months later Oppen- 
heim examined him and found that he had merely some difficulty 
in reading; he read more slowly, and the visual field of the right eye was 
a little contracted, but these symptoms were trifling. Two months is 
too short a period to permit any judgment concerning permanent 
recovery, but the disappearance of the symptoms is truly noteworthy. 

Disappearance of Symptoms of Brain Tumor. Cases in which 
symptoms of brain tumor appear and then after lasting a certain time 
the patients recover with perhaps only a slight defect, or death being 
caused by some other intercurrent disease, the necropsy shows no lesion 
of the brain sufficient to explain the symptoms, are caused, according 
to Hoppe, 2 by (1) serous meningitis, producing acquired internal hydro- 
cephalus; (2) hemorrhagic, non-purulent encephalitis, with serous effu- 
sion; (3) chlorosis; (4) chronic cerebritis. In the purely clinical cases 
in which recovery has occurred after the signs of brain tumor were 
present, Hoppe thinks we must believe that the tumor has undergone 
retrograde metamorphosis or has become arrested in its development. 
He thinks that the majority of cases with the symptom-complex of 
brain tumor and later recovery may really be cases of serous meningitis, 
causing internal hydrocephalus. He discusses this subject of brain 
tumor with recovery or absence of lesions at necropsy in detail, and then 
describes an interesting case of. his own. A man, aged sixty years, died 
from acute meningitis. The patient said that his left upper limb 

1 Berliner klin. Wochenschrift, December 17, 1906. 

2 Journal of Nervous and Mental Disease, February, 1907, p. 97. 
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became paralyzed when he was twenty-one, but the paralysis soon dis- 
appeared. He had always been well with the exception of some weak- 
ness of the left arm and a constant headache. The necropsy revealed a 
hard cartilaginous mass, about the size and shape of a peanut, situated 
in the cortex, at the posterior end of the right first frontal convolution, 
and pressing upon the ascending frontal convolution. The mass was 
surrounded by softened tissue. When it was split open it was found to 
contain a hard, calcareous centre. 

Menstrual Disturbances from Tumor. Menstrual disturbances 
occur in certain cases of brain tumor and probably more frequently in 
those cases in which the tumor is at the base of the brain. Cushing 1 has 
recently written on this subject. He divides the cases into two groups: 
one, those in which amenorrhea accompanies tumors arising from the 
hypophysis or affecting the gland by direct compression; the other, those 
in which menstrual disturbance is a symptom of tumors situated else- 
where. He has had two cases, in one of which choked disk developed 
in a nerve already partially atrophied as the result of direct pressure. 
His first patient was a woman, aged twenty-one years, who had had 
headache for years and had been blind since the age of sixteen. She 
had never menstruated. The pelvic organs and breasts were undevel- 
oped. A teratoma of the pituitary body was found at necropsy. Cush- 
ing suggests that lumbar puncture may be performed when the brain 
bulges through the opening in the skull at operation. His second 
patient with signs of brain tumor was twenty-six years of age. She 
menstruated once when fourteen years of age, but never since. Frolich 
has shown that a corresponding condition in the male may occur with 
basal tumor; these patients show certain evidences of nutritional dis- 
turbance with abundant development of subcutaneous fat and sexual 
infantilism. 

Localizing Signs of Brain Tumor. Mills 2 believes the stereog- 
nostic conception probably has a higher evolution in the left cerebral 
hemisphere. Many clinicopathological investigations apparently contra- 
dictory to the view that the frontal lobes are concerned with functions 
of higher psychical valuation than that of any other cerebral region, he 
thinks may be passed by with the assertion that they are not conclusive. 
The positive focal symptoms of parietal, cortical, and cortico-subcortical 
disease are impairment, usually moderate, of cutaneous sensibility, and 
especially of the pain and temperature sensations, diminution or loss of 
muscular sensibility, and astereognosis. Mills thinks it is not improb- 
able that the cortex of the callosomarginal fissure and the upper border 
of the gyrus fornicatus are concerned in cutaneous or muscular sensory 
representation, or in both. Cortical sensory representation is probably 

1 Journal of Nervous and Mental Disease, November, 1907, p. 704. 

2 University of Pennsylvania Medical Bulletin, April and May, 1906. 



DISEASES OF THE BRAIN 241 

divided into segments for different cutaneous areas of the body, and these 
have topographical relations with centres and subareas of the motor 
region; for example, the representation of cutaneous sensibility in the 
face is probably situated postcentrally and on a level with motor facial 
representation. In the periphery, segments of the skin are over or closely 
related topographically to the muscles producing movements which are 
represented in the motor cortex by centres which are connected with 
cortical sensory centres representing these cutaneous segments or areas. 

The segment of the skin covering the muscles producing adduction of 
the thumb, for instance, is represented in the cortex by a centre which 
is distinct, but neuronally associated with the cortical centre for this 
movement of the thumb. 

In this article tumors of the different areas of the brain are discussed 
in relation to the symptoms indicative of the various lesions, and the 
views of the author are given in detail. 

In another paper, in association with Weisenburg, Mills 1 offers a con- 
tribution to show (1) that the cortical representation of cutaneous and 
muscular sensibility is independent of motor representation, that it sur- 
rounds the motor zone, and that it is subdivided into a mosaic of centres, 
each centre or group of centres being anatomically and functionally 
correlated to a motor centre or centres; (2) that every muscle or group 
of muscles producing a movement or movements which are represented 
by separate centres in the cortex is topographically related to a segment 
of the skin which has also a definite cortical centre, this centre being 
correlated anatomically and functionally with the motor centre; (3) that 
stereognostic representation like that of cutaneous and muscular sensi- 
bility and of movements has also its independent cortical area, and is 
subdivided after the manner of the motor and sensory areas. The 
representation of cutaneous and muscular sensibility and stereognosis is 
not only for the face, arm, trunk, and leg, but for subdivisions of these 
parts The authors refer to certain cases in the literature which they 
believe are confirmative of the subdivisional sensory representation in 
the cortex, and they report four studied by themselves. In these four 
cases a tendency was shown by the sensory disorders to select the ulnar 
or the radial side of the hand. In three of them the impairment of 
sensation and the astereognosis were more persistent and decided in the 
middle, ring, and small fingers and the ulnar portions of the hand. 
The thumb and index finger were the first to improve and the last to suc- 
cumb to persistent sensory disorder. The authors believe that cortical 
centres, sensory, stereognostic and motor, for those functions which are 
most frequently active in the individual have larger areas of representa- 
tion, and that these are more deeply organized. The earlier return of 
sensation or its greater persistence in the flexor or palmar surface of the 

1 Journal of Nervous and Mental Disease, October, 1906, p. 617. 
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fingers or hand, and the more pronounced and persistent loss of the sense 
of position and movement in extension have a similar explanation. 
They believe also that every muscle or group of muscles producing move- 
ment or movements which are represented by separate centres in the 
cortex is topographically related to a segment of the skin, which has also 
a definite cortical centre, this centre being correlated anatomically and 
functionally with the motor centre. The authors complete the interesting 
and important paper by an extensive reference to the paper of Russel 
and Horsley. 

Carcinoma of the Brain. A study of carcinomatous involvement 
of the nervous system has been made by Weisenburg and myself 1 on 
eleven cases, eight of which were with necropsy. Carcinoma metastasis 
to the central nervous system may occur as multiple carcinomatosis, 
which may or may not be a part of a general carcinomatous process 
elsewhere. Only a few nodules may develop in the central nervous 
system, or the process may involve the brain or cord or meninges exten- 
sively, or the meninges alone, and in the latter form the invasion may 
be diffuse or in the form of multiple small tumors. Carcinoma in the 
spinal cord is very rare, but a case has recently been reported by C. L. 
Allen. Some of the changes produced by carcinoma are from pressure 
upon the bloodvessels and interference with the circulation. The nerves 
are sometimes involved in carcinoma. Toxic conditions may cause 
certain of the symptoms of carcinoma. 

The carcinomata of the brain may be very numerous. I have recently 
examined a brain in which the tumors could hardly be counted. This 
case has not been reported* 

In one of the eleven cases referred to a carcinoma was found envelop- 
ing the optic chiasm, causing bitemporal hemianopsia; in another case 
numerous minute carcinomatous nodules were found on the inner sur- 
face of the cerebral dura. In another case numerous carcinomatous 
masses in the vertebrae caused most intense pain on movement of any 
part of the body. In another case after the amputation of the penis for 
carcinoma the symptoms suggested myasthenia gravis. In still another 
case cerebral symptoms developed after operation for abdominal carci- 
noma. 

Endothelioma of the Brain. An endothelioma offers good oppor- 
tunity for surgical intervention inasmuch as the growth usually is not 
infiltrating and may be separated readily from the brain, but its extreme 
vascularity makes operation serious. In two cases I have known 
attempts to remove a tumor of this character ended fatally, but in one 
the attempt was very successful Barling and Leith 2 report a case in 
which an endothelioma invaded the skull. Trephining was performed, 

1 Journal of Nervous and Mental Disease, August, 1906, p. 500. 
* Lancet, August 4, 1906, p. 282. 
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but the bleeding was so excessive and the probability of completely 
removing the tumor was so slight that the operation was abandoned. 
About seven months later another attempt at removal was made, as the 
patient's condition had become worse. An opening nearly four inches 
long and nearly three inches wide was made, the dura was opened and 
the tumor was recognized. The loss of blood had been so great that 
the patient was unable to endure any further surgical intervention. The 
tumor was removed eleven days later with copious hemorrhage. The 
patient's condition was improved, but many of his symptoms persisted. 
The bone was believed to be involved by direct extension. Leith remarks 
that cerebral sarcomata in general, and in particular sarcomata of the 
endotheliomatous type, are very feebly malignant, much less so than 
most gliomata; so that their extirpation, wherever this is possible, offers 
much hope for the patient's recovery. The tumor measured two and 
three-quarter inches in its larger and almost two and a half inches in its 
other diameter. The bone over the centre of the tumor for an area of 
about three-quarters of an inch was slightly thickened, more spongy, 
and more vascular than normal, while the bone surrounding this area 
for a considerable distance was more vascular, though not apparently 
thickened. 

Tumor of the Frontal Lobe. As early signs of value in the diag- 
nosis of tumor of the frontal lobe, T. Grainger Stewart 1 mentions absence, 
diminution, or easy exhaustion of the superficial abdominal reflexes on 
the side opposite to the tumor; and the occurrence of a fine, rapid, vibra- 
tory tremor in the limbs of the same side as the tumor. The diminution 
of the superficial abdominal reflexes is rarely absent in any case in which 
the growth has attained such a size as to give rise to the general symp- 
toms of intracranial neoplasm. Stewart has observed the loss of these 
reflexes as the first localizing sign in several cases of tumor of the frontal 
lobe and has never known it to prove fallacious. In certain cases where 
the intracranial tension is much increased, or where there is a growth 
in both frontal lobes, the superficial abdominal reflexes may be absent 
on both sides, but when this occurs an extensor plantar response will 
usually be obtained on the side contralateral to the tumor. 

The tremor in the limbs on the same side as the tumor may be observed 
in both the upper and lower limbs, but is more constant and better seen 
in the arm than in the leg. It is absent during muscular rest, and is best 
brought out by making the patient extend both arms horizontally in 
front of him, with the palms directed downward and the fingers extended. 
The homolateral arm and hand will then be seen to be in a state of con- 
stant, fine, vibratory tremor. In more than 20 cases of tumor of the 
frontal lobe studied by Stewart the tremor was present in all except 2, 
and in these 2 the examination could not be made. In 5 cases out of 

1 Review of Neurology and Psychiatry, December, 1906, p. 809. 
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22 the tremor was observed on both sides, but in all it was greater 
and more constant on the side of the tumor. Of these 5 cases in 
which bilateral tremor was observed, in 2 tumors were found in both 
frontal lobes. This fine vibratory tremor has not been observed with 
tumors in other parts of the brain. 

Localization of Intellectual Functions. An extreme position 
in regard to the location of the intellectual functions is held by Charles 
Phelps. 1 He believes that the more absolutely the lesion is limited to 
the left prefrontal lobe the more positive and distinctive are the symp- 
toms of mental default. The integrity of the mental faculties remains 
unimpaired with right frontal lesion, even though it involves the destruc- 
tion of the entire lobe, or even extends to the entire right hemisphere. 
The exceptional instances in which seemingly opposite conditions exist 
are always reconcilable, on more careful examination, with the assertion 
of an exclusive control of the mental faculties residing in the prefrontal 
region of the left side. 

He bases his opinion on 57 cases he has studied, and he is very 
positive that the left prefrontal lobe alone is the seat of the intellectual 
faculties. 

Jacksonian Epilepsy as a Sign of Brain Tumors. Jacksonian 
epilepsy, as Mills 2 states, may be caused by tumors situated in other 
parts of the brain than the motor cortex, or by other lesions situated in 
the motor cortex. It may occur in toxic and other disease in which no 
demonstrable focal lesions are present. Spasm closely counterparting 
the Jacksonian type may be observed as a reflex or an hysterical disorder. 
Jacksonian epilepsy may be simply an integral part or the entire expres- 
sion of a case of idiopathic epilepsy. Mills believes that a tumor of the 
parietal lobe is less likely to cause convulsions than one of the frontal 
lobe. Destruction of the sensory cortex and subcortex before involve- 
ment of the motor projection fibers or cortex, he thinks, is likely to give 
immunity from such spasm. He also refers to the occurrence of facial 
epilepsy from tumor of the cerebellopontile angle, of which he has seen 
two examples. Other interesting points are mentioned in this paper, 
but space does not permit me to go farther into details. 

Unilateral epileptic convulsions caused by a lesion of the cerebellar 
hemisphere of the same side is of great importance, because the occur- 
rence of such convulsions is not generally recognized. Weber 3 reports 
six cases of the kind. He suggests as explanation that the pyramidal 
tract below the decussation is irritated, but this he thinks is improbable; 
or that irritation of a cerebellospinal tract occurs; this also is improbable; 

1 American Journal of the Medical Sciences, March, 1906, p. 457. 

2 Boston Medical and Surgical Journal, No. 17, 1906. 

3 Neurologisches Zentralblatt, June 16, 1906, p. 573, and Monatsschrift fur Psychi- 
atric und Neurologie, May, 1906, p. 478. 
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or that irritation of the opposite motor area of the cerebral cortex is 
produced by increased intracranial pressure; or that transmission of 
irritation is over a tract passing from the cerebellum to the opposite 
cerebral hemisphere (anterior cerebellar peduncle, opposite nucleus ruber, 
sensory portion of the internal capsule). Whatever the explanation 
may be, it is a clinical observation of great importance that a cerebellar 
lesion may cause Jacksonian epilepsy. It seemed to occur in a case 
studied by Dr. Mills and myself. 

Bernhardt 1 has made a contribution to the important subject of 
Jacksonian convulsions without lesions. His patient was operated upon, 
but neither at the operation nor at the necropsy could any gross lesion 
be found. A microscopic examination unfortunately was not made. 
The literature on this subject is becoming quite extensive, and similar 
cases have been reported by Nonne, Miiller, Oppenheim, and Bonhoffer, 
but the last-mentioned author remarks that none of the reported cases 
afford absolute proof that no lesion was present. Further study is 
urgently needed, as operation must always be considered when Jack- 
sonian epilepsy exists. 

Exophthalmos with Brain Tumor. The occurrence of exophthal- 
mos with brain tumor is discussed by Rosenblath. 2 He has observed 
a case of this character and collected the reports of 19 cases in all. 
The phenomenon cannot be explained by metastasis to the orbits, nor 
by the association of Graves' disease with the tumor. It has been 
observed also in cases of hydrocephalus and cerebral abscess. Intra- 
cranial pressure seems to have some bearing upon the exophthalmos. 
The tumor causing this condition may be in any part of the brain. 
Pressure upon the cavernous sinus or even upon other venous sinuses 
may possibly produce exophthalmos. Hydrocephalus or increase of 
intracranial pressure, however, is not always associated with protruding 
eyeballs, and some other factor may be necessary; just as choked disks 
do not occur unless the pressure is increased, but not invariably when it 
is increased. The subject needs further study. 

In another of Rosenblath's cases (Case 2) the symptoms of brain tumor 
seem to have been present only about five weeks, and developed after a 
fall. The necropsy revealed a large, partly calcified glioma of the left 
frontal lobe, which must have been latent a long time. The absence of 
mental symptoms in a case of tumor of the left frontal lobe is interesting. 
In still another case (Case 3) of glioma the symptoms had been present 
only three or four weeks. The growth of a glioma is usually regarded 
as slow. 

Rosenblath observed rigidity of Ihe pupils in a case of brain tumor, 
and attributed it to pressure at distance, as the optic nerves were flat- 

1 Berliner klin. Wochenschrift, November 5, 1906, p. 1443. 

2 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxxi, Nrs. 5 und 6, p. 335. 
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tened. Any other cause could not be determined, and adhesions between 
the iris and lens did not exist. He refers to the occurrence of rigid pupils 
following trauma of the head, as shown by Axenfeld, 

Diagnosis of Subcortical Tumor. It would be indeed important 
if we could always distinguish clinically between cortical and subcortical 
tumors of the brain, and this van Valkenburg attempts. In Jacksonian 
epilepsy the convulsion begins always in the same paretic group of mus- 
cles, and extends in regular order from group to group, according to the 
situation of the cortical centres of the limb. In one case he observed 
the convulsions at first began in the fingers; later they began either in 
the shoulder, upper arm, forearm or fingers, or simultaneously in two 
of these parts, frequently in the shoulder and fingers. Many of the 
milder attacks caused convulsions of the entire upper limb. There was 
a striking absence of regularity in the attacks. It was evident that the 
centre for the entire upper limb was the seat of irritation, but a lesion in 
this centre causes movements especially in the distal portion of the limb, 
and these were not evident in this case; this fact and the escape of inter- 
vening muscle groups, as when the fingers and shoulder alone were in 
convulsion, indicated that certain areas of the upper-arm centre were in 
a less irritable state, and the diagnosis of a subcortical rather than a 
cortical lesion seemed probable. 

Van Valkenburg 1 refers to another case in which there was complete 
left hemiplegia with greater implication of the upper limb. The con- 
vulsions always began in the lower limb. The lesion should, he thinks, 
have been diagnosticated as subcortical. 

Such observations show how a diagnosis between cortical and subcorti- 
cal lesions may be possible, but the distinction is usually one of great 
difficulty in the early stages of tumor. 

Pontile Tumor. Oppenheim 2 believes that a valuable sign in diag- 
nosticating between tumor on the pons or tumor in the pons is found in 
the condition of the optic nerves. Intrapontile tumors usually do not cause 
choked disks, unless they extend to the fourth ventricle and thereby 
produce hydrocephalus. The staggering toward one side is of little 
value in determining the side of the cerebellum on which the tumor is 
situated. Unilateral loss of the corneal reflex Oppenheim again empha- 
sizes as of great diagnostic value, and as one of the earliest signs of cere- 
bellar tumor. It is often associated with paralysis of associated ocular 
movements, nystagmus, and disease of the acoustic nerve. 

Tumor of the Gasserian Ganglion. A case has recently been 
reported by Hofmeister and Meyer. 3 The symptoms began with pain in 
the distribution of the second and third branches of the right trigeminal 

1 Neurologisches Centralblatt, July 1, 1906. 

2 Berliner klin. Wochenschrift, May 7, 1906, p. 608. 

3 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxx, Nrs. 3 und 4, p. 206. 
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nerve, and soon pain was felt in the entire distribution of this nerve, 
and was very severe and persistent. Weakness of the right muscles 
of mastication soon developed. Objective disturbance of sensation 
and choked disk on the right side were observed, and then the right 
oculomotor, trochlear, abducens, and probably acoustic nerve became 
affected. An attempt was made to remove the tumor, but was unsuc- 
cessful, as only a piece could be excised. The pain in the face ceased 
for a time, but soon returned. The patient died, but a necropsy was not 
obtained. 

Cerebellar Tumor. J. J. Putnam and G. A. Waterman 1 report 
some interesting cases of cerebellar tumor, with operation. In the first 
case a round-cell sarcoma, the size of a pigeon's egg, was removed from 
the left cerebellar lobe. Artificial respiration was necessary, and the 
patient had a very narrow escape from death. Improvement was pro- 
nounced nineteen months after the operation. In the second case almost 
the entire occipital portion of the skull was removed, and the dura was 
opened at a second operation, but no tumor was found. The patient 
ceased breathing, and was kept alive by artificial respiration. He 
rallied, and the improvement was decided ten months later, but shortly 
after this another operation became necessary and part of a tumor was 
removed. In another case an endothelioma was found in the posterior 
cranial fossa under the tentorium, and impinging on the upper right side 
of the pons and on the right cms. Hemiplegia on the same side as the 
involvement of the sixth and eighth nerves caused difficulty in diagnosis, 
and was explained by the forcing downward and laterally of the pyram- 
idal tract against the bone on the side opposite the tumor. In another 
case in which the skull over the cerebellum was opened and no tumor 
was found the palliative operation proved to be of great benefit for at 
least seven months. 

Tumor Causing Symptoms of Tabes. Tabes in the young is uncom- 
mon, and still more rare is tumor of the cerebellum giving some of the 
signs of tabes and occurring in a young person. A case of this kind is 
reported by F. X. Dercum. 2 

A boy, aged seventeen years, had Romberg's sign, distinctly ataxic 
gait, tenderness on pressure over the nerve trunks, and shooting pains 
extending down the legs. He did not have difficulty in micturition nor 
any involvement of the sphincters. The patellar reflexes were much 
diminished. The pupils were equal and reacted to light and in accom- 
modation, though the left seemed sluggish. So far the symptoms were 
suggestive of tabes, but an ophthalmoscopic examination showed optic 
neuritis in each eye. An operation for cerebellar tumor was performed 
and resulted fatally. 

1 Journal of Nervous and Mental Disease, May, 1906. 

2 Ibid., March, 1906, p. 169. 
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A microscopic examination of the central nervous system made by 
me showed a mixed-cell sarcoma filling the fourth ventricle, sarcomatous 
infiltration of the pia of the entire spinal cord, with some tendency to 
sarcomatous formation within the cord. 

The ataxia and other cerebellar symptoms were explained by the 
tumor of the fourth ventricle. The shooting pains were caused by 
sarcomatous infiltration of the pia and implication of nerve roots, and 
the tenderness of the nerve trunks probably by the sarcomatous menin- 
ges. 

Aphasia. Marie has expressed some startling views regarding aphasia, 
based upon the observation of about 100 cases, of which more than 
50 were with necropsy. He thinks the localization of hearing in the 
first temporal convolution is incorrect, and no impairment of hearing 
has ever been observed as the result of a lesion in the right first temporal 
convolution. In every case of aphasia there is more or less difficulty in 
understanding spoken words; and there is also a certain amount of failure 
of intellect. It may require careful examination to detect this impair- 
ment. Marie does not believe that motor aphasia is dependent upon a 
lesion of the third frontal convolution. Cases are known in which 
destruction of Broca's area did not cause aphasia, and others in which 
motor aphasia occurred without lesion of Broca's area. He makes the 
remarkable statement that the left third frontal convolution plays no 
special role in the function of language, and when a lesion of this con- 
volution occurs in a case of aphasia it is merely a coincidence. In motor 
aphasia, which Marie calls the aphasia of Broca, the patient cannot read 
nor write and understands badly what is said to him; it is a condition 
similar to sensory aphasia, which he calls the aphasia of Wernicke, but 
with the sole difference that he cannot speak. In the condition Marie 
calls anarthria the patient cannot speak, but he understands what is 
said to him; he can read and write; it is the condition described as sub- 
cortical motor aphasia. Everyone agrees, says Marie, in placing the 
lesion causing anarthria in or near the lenticular nucleus, and it may be 
in the right hemisphere. When the lesion is confined to one hemisphere 
the anarthria tends to disappear, but is persistent when there is a lesion 
near or in each lenticular nucleus and is usually a part of a pseudobulbar 
symptom-complex. Aphasia is a unit, and the aphasia of Broca is 
only aphasia complicated by anarthria. The only region capable of 
causing aphasia when damaged (zone of Wernicke) consists of the supra- 
marginal and angular gyri and foot of the first two temporal convolutions. 
This region should not be divided into separate centres. The intensity 
of the aphasia is propdftional to the extent of the lesion in the zone of 
Wernicke or in the fibers coming from it. The aphasia of Broca is 
caused by a lesion in the zone of Wernicke or in the fibers coming from it 
associated with a lesion in or near the lenticular nucleus. 
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These remarkable statements coming from* a neurologist so well 
known as Marie 1 demand attention. 

Dejerine 2 replies to the statements of Marie in a long and carefully 
considered article. He does not accept the view that every aphasic is 
of enfeebled intelligence, the sensory aphasic as well as the motor, and 
that the latter is aphasic because of a lesion in his lenticular nucleus. It 
is not uncommon to find some weakening of the intelligence in aphasia, 
but it does not occur in every case, and is not the cause of the aphasia; 
indeed, it is more probably the result, and when an aphasic recovers, his 
intelligence is restored. If aphasia is merely the result of weakened 
intelligence, how is it that the right cerebral hemisphere must be affected 
in left-handed people, and the left hemisphere in right-handed people 
in order that aphasia may result? Aphasia is not caused by any form 
of dementia. Marie, Dejerine says, has ignored the cases in which 
motor aphasia has been caused by a lesion of Broca's area and the adjoin- 
ing region without implication of the lenticular nucleus. Aphasia is by 
no means the same as anarthria; the region of Broca, in fact, is not part 
of the motor cortex, and the motor aphasic has not paralysis of the 
muscles of speech. Indeed, it is improbable that anarthria can be caused 
by a unilateral lesion. The motor aphasic can sometimes sing the words 
he cannot speak. How is this possible if motor aphasia is anarthria? 
This is probably the first reply to Marie's interesting paper, which 
has already called forth a storm of criticism. 

Marie's reply to Dejerine affords very interesting reading. He does 
not admit the existence of pure word deafness, that form of aphasia in 
which the patient does not understand what is said to him, and cannot 
repeat the words, but spontaneous speech is perfect, reading aloud and to 
one's self and writing are preserved. Marie has never seen such a case 
and the reported cases are not satisfactory. The word deafness may 
really result from a lesion of the acoustic apparatus. It has not been 
demonstrated that a centre of ordinary hearing, i. e., hearing of sounds 
as sounds, exists in the first temporal- convolution. If there were a 
centre in which spoken words were stored up, the development of 
this centre in those who understand many languages must be 
enormous. The zone of Wernicke is not the centre of word hearing, 
but is an "intellectual centre," and when it is injured all forms of 
speech are affected. The ability to collect spoken syllables and 
construct words from them is an intellectual process, and is depend- 
ent on the integrity of the zone of Wernicke. Dejerine believes intel- 
lectual defect is the result of aphasia; Marie considers it as causative, 
although a special form of intellectual impairment is necessary to produce 
aphasia. Every dement is not necessarily an aphasic. 

1 Semaine m6dicale, May 23, 1906, p. 241. 

2 La presse m£dicale, July 11 and 18, 1906. 
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Marie does not accept a centre for word seeing, which Dejerine has 
placed in the left angular gyrus. The lesion causing pure alexia is in 
the distribution of the posterior cerebral artery, and involves the visual 
fibers of the brain and the white matter of the Wernicke zone or the 
fibers coming from it. A lesion of the fusiform and lingual lobules 
implicates the inferior longitudinal bundle, and the optic radiations, as 
well as the deep portion of Wernicke's zone. If the latter is slightly 
involved the aphasia is of the pure word blindness type (alexia), if it is 
more involved the aphasia is of the ordinary sensory form. 

Pure motor aphasia, in which the patient cannot speak but knows the 
words, can indicate the number of syllables they contain, can read to 
himself, is according to Marie 1 only anarthria, and is not dependent on 
paralysis of the muscles of speech, but upon a lesion of the lenticular 
nucleus. Marie emphasizes again his view that Broca's area has no 
part in speech. If the left lenticular nucleus or its surrounding white 
matter is affected the patient loses motor speech, but he has no other 
defect in speech; whereas, the true aphasia with more or less word deaf- 
ness, alexia, and agraphia depends upon a lesion of the zone of Wernicke 
varying in extent according to the intensity of the lesion. 

Cerebral Hemorrhage. E. F. Buzzard and Joseph Cunning 2 have 
observed a case in which hemorrhage from the superior longitudinal sinus 
occurred without fracture of the skull, possibly caused by the tearing 
away of a tributary vein from its junction with the sinus at the time of the 
accident. The slow development of symptoms was probably because 
the hemorrhage was a venous one, taking place from a small point and 
against the normal intracranial pressure until the skull was opened at the 
time of operation, when the bleeding rapidly assumed alarming propor- 
tions. The long period, four days, which elapsed between the operation 
and the improvement in the hemiplegic state was thought to be due 
partly to the interference in the functions of the cortex caused by the pre- 
ceding compression and partly to an extensive edema of the brain sub- 
stance, resulting from the relief of the pressure and from the extremely 
anemic condition of the patient. The gradually progressive hemiplegia 
associated with hemianesthesia and hemianopsia -and without convul- 
sions was thought to point to a deep abscess exerting pressure upon the 
optic radiations and internal capsule, but this diagnosis was incorrect. 
The absence of convulsions was attributed to the very slow accumulation 
of blood upon the surface of the brain. The hemianopsia is not explained. 
The authors could find no report of a similar case of hemorrhage from 
the superior longitudinal sinus without fracture of the skull. 

Cerebral Hemorrhage with Choked Disks. The occurrence of 
choked disks in cerebral hemorrhage is generally regarded as very 

1 Semaine me'dicale, October 17, 1906, p. 493. 

2 Lancet, March 24, 1906, p. 822. 
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unusual, though Cushing holds a different opinion. Nonne has reported 
a case of this kind. Right hemiplegia developed with convulsions, the 
reaction to light was slow, the pupils were somewhat dilated, and the 
choked disks were of moderate intensity. The urine was normal. 
Intense arteriosclerosis of all the brain arteries was found, with extensive 
hemorrhage in the left basal ganglia and in the lateral ventricle. In 
another case of bilateral moderately choked disks the only lesion found 
was recent softening in the left internal capsule and left optic thalamus. 

Saenger expressed the opinion that choked disks would be observed 
more frequently in apoplexy if examination were more thorough in 
recent cases. It may be caused by the increase of intracranial pressure, 
by hemorrhage into the sheath of the optic nerve or by acutely develop- 
ing hydrocephalus. Trommer 1 also reported a case in which the choked 
disks seemed to be the result of cerebral softening. There is a differ- 
ence of opinion as to what should be considered an early stage of choked 
disk. 

Traumatic Cerebral Hemorrhage. Yoshikawa 2 has found in 
experimental injuries of the heads of rats that hemorrhage often occurs 
without contusion of the brain, that aneurysm does not occur and there- 
fore is not a cause of late apoplexy, that the hemorrhage is not less because 
of fracture of the skull, that the hemorrhage of the brain is extensive, 
but seldom in the central portions of the brain, and that extensive hemor- 
rhages form in the spinal cord, especially in the upper part of the cervi- 
cal, upper and lower parts of the thoracic, and in the lumbar region. The 
spinal hemorrhage is remarkable, and is supposed by Yoshikawa to be 
produced through the changes in pressure of the cerebrospinal fluid 
within the central canal. It is not known whether hemorrhage in the 
spinal cord occurs in man from injury confined to the brain, and the cases 
cited by Yoshikawa are open to other interpretation. As regards the 
question of cerebral hemorrhage having formed before or soon after 
death, the author thinks that in the antemortem form the hemorrhage 
is more intense and extensive, but no distinctions can be made as regards 
the hemorrhages within the spinal cord. 

Bilateral Cerebral Lesions. A lesion in each occipital lobe caus- 
ing blindness is rare, and while the case of Raymond, Lejonne and 
Galezowski 8 is without necropsy, this diagnosis seems probable. The 
patient was supposed to have become hemianopsic in one of his cerebral 
attacks, later he became completely blind following another attack, but 
regained a little central vision. The optic nerves were not affected. 

Occlusion of the Posterior Inferior Cerebellar Artery. Disturbance of 
circulation in the posterior inferior cerebellar artery causes, according 

1 Neurologisches Zentralblatt, May 1, 1906, p. 425. 

2 Monatsschrift fur Psychiatrie und Neurologie, 1906, vol. xx. Erganzungsheft, 
p. 251. 

s Revue Neurologique, July 30, 1906, p. 680. 
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to Muller, paralysis of the muscles of deglutition, of the soft palate and 
larynx on the side of the lesion, sympathetic paralysis of the eye and 
diminution of the corneal reflex on the side of the lesion, and disturbance 
of pain and temperature sensations on the opposite side of the body, 
including the face, but in the latter most pronounced in the first division 
of the trigeminal nerve. The lesion, hemorrhage or softening, producing 
this symptom-complex is in the medulla oblongata between the lower 
olive and restiform body. The fibers for the first division of the tri- 
geminal nerve probably descend farthest in the spinal root of the nerve, 
and after leaving the nucleus accompanying the root soon cross to the 
other side. The pharyngeal and laryngeal symptoms are explained by 
implication of the nucleus ambiguus. Muller 1 reports two cases with 
this symptom-complex. 

Conjugate Deviation of the Eyes. Weisenburg 3 has made a careful 
study of the situation of lesions causing conjugate deviation and his 
conclusions are: 

1. That this phenomenon is dependent on a complex mechanism. 

2. In the human being there is but one oculomotor centre, or at least 
one active functionating centre, and this is situated in the posterior 
portion of the second and third frontal convolutions. 

3. A separate centre exists for the movement of the head, and is prob- 
ably in the lower anterior portion of the precentral convolution. 

4. There is probably in man a distinct centre for the combined move- 
ment of the eyes and head. 

5. It is probable that the cortical oculomotor, head, and combined 
head and eye centres are subdivided for lateral as well as for upward 
and downward movements. 

6. The oculomotor and the motor head centres are in connection by 
means of association fibers with the cortical centres for the special senses. 

7. Any lesion in the motor centres for the eyes or head or in the related 
special centres or the association fibers will cause impairment in voluntary 
deviation of the eyes or head, or of both. 

8. Lesions in the angular gyrus cause conjugate deviation because of 
involvement of visual and auditory fibers. 

9. The theory of Bard that conjugate deviation of the eyes and head 
is always or nearly always accompanied by homonymous lateral 
hemianopsia and dependent on this is an error. 

10. Conjugate deviation of the eyes or head in itself is of no value as a 
localizing sign; and probably occurs in every case of large apoplectic 
lesion. 

11. Paralysis or impairment of associated ocular movement may 
occur as a result of "hemianopsia, but is temporary. 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxxi, Nrs. 5 und 6, p. 452. 

2 Journal of the American Medical Association, March 23 and 30, 1907. 



DISEASES OF THE BRAIN 253 

12. Convergence and diversion are probably not reflex acts, but asso- 
ciated ocular movements. 

Hemiplegia. Hemiatrophy of the Tongue. Hemiatrophy of the 
tongue from a lesion above the nucleus of the hypoglossus nerve in the 
medulla oblongata is of uncommon occurrence, unless possibly it is over- 
looked. Mingazzini and Ascenzi 1 have been able to find very little in the 
literature relating to the subject, but they report a case in which they 
believe this atrophy was present. Right hemiparesis, in which the upper 
limb almost entirely escaped, was associated with wasting of the right 
side of the tongue. In a superficial examination it would have been 
overlooked. The anterior lateral third of the tongue was most affected, 
the right soft palate was also atrophied. It is not improbable that lingual 
atrophy so slight as this is frequently overlooked in cerebral hemiparesis. 
In the case described by Mingazzini and Ascenzi the lesion developed 
when the patient was six years old, and, therefore, the atrophy was prob- 
ably more intense than it would have been from a lesion occurring later 
in life. 

The distinctions between nuclear and supranuclear atrophy of the 
tongue mentioned by these writers are important. In the first the mucous 
membrane of the affected side is paler, shining, smoother; the tongue is 
soft and may be readily compressed by the fingers, deep, wave-like furrows 
are found on the upper surface and occasionally an arterial pulse can be 
felt at this portion; fibrillary tremor is more or less intense: some volun- 
tary movements are impaired, others are impossible, others are normal; 
reaction of degeneration occurs. In the supranuclear form the mucous 
membrane is not shiny, nor smooth, nor soft, the furrows are not so 
deep, arterial pulse and fibrillary tremors are not present, and electrical 
reaction is diminished, but not qualitatively altered. 

Treatment of Hemiplegic Contracture. Brissaud, Sicard, and 
Tanon 2 having found injections of one or two cubic centimeters of 70 
or 80 per cent, alcohol in the region of the nerve of great benefit in cases 
of tic douloureux and facial spasm, have employed the same treatment 
to overcome contractures of the limbs. They first performed some 
experiments on animals. Then they injected the alcohol into the sciatic 
nerve of man in the attempt to overcome the contracture of the foot in 
certain cases of hemiplegia or paraplegia. Occasionally the needle 
enters the nerve at once, but usually it is necessary to search for the 
nerve with the needle, and pain felt in the foot, toes, or leg indicates that 
the nerve has been penetrated. The patient immediately after the 
injection experiences a sensation of warmth and fulness in the foot, 
the part becomes somewhat red and warm to the touch and very anes- 
thetic, the leg becomes anesthetic in its upper and external portion, 

1 Deutsche Zeitschrift fiir Nervenheilkunde, vol. xxx, Nrs. 5 und 6, p. 437. 

2 Revue Neurologique, July 30, 1906, p. 633. 
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the toes and foot become paretic, and the Achilles tendon reflex is lost. 
The injection causes immediate disappearance of contracture of the 
foot, loss of clonus and Babinski's sign and of involuntary movements. 

After five weeks, if one injection has been made, the foot is flaccid, and 
the tendon reflexes are absent; paresis and anesthesia have disappeared, 
and the electrical reactions are normal. 

This method of treatment is so new and experience is so limited that 
it will be well to proceed very cautiously until the proper dose and the 
suitable cases are determined. 

Hemiplegia in Diphtheria. Hecht 1 has made a study of hemi- 
plegia occurring in diphtheria, having observed a case of this character. 
He has found few references in literature. Gowers and Bernhardt both 
speak of its rarity. Rolleston has tabulated 65 cases, of these 20 occurred 
in males and 30 in females, sex was not mentioned in 15. The age at 
time of onset varied from one and a half to fifteen years. The hemiplegia 
was right-sided in 38 cases, left-sided in 22. In 5 cases data are lacking. 
Death occurred in 18, recovery in 43, and termination in 4 was uncer- 
tain. 

Athetosis. Athetosis is almost invariably chronic, but Bauer 2 has 
observed a peculiar case in which right-sided typical athetosis developed 
during childbirth and lasted only two days. This seems to be the only 
instance of the kind in literature. 

Triplegia. Burr and Camp s believe that weakness occurring in the 
lower limb in hemiplegia on the side not affected in the hemiplegia, and 
developing slowly after a single cerebral apoplexy, is caused by disease of 
the arteries of the legs and not by secondary involvement of the spinal 
cord. They have published two papers on this subject, with reports of 
cases which they believe demonstrate the views which they hold. 

Encephalitis. C. K. Mills, 4 after referring to the literature on non- 
purulent encephalitis, describes a case of Jacksonian spasm involving 
the face and arm — faciobrachial monoparesis — without impairment of 
sensation and caused by a focus of hemorrhagic encephalitis in the 
motor zone, sharply delimited posteriorly by the central fissure. The 
patient, eighty-three years old, became ill a few days before admission 
to the hospital. She had three attacks of spasm involving the left side 
of the face and the left arm, followed by weakness of the left arm, left 
side of the face, and left side of the tongue. The left lower limb was not 
affected. The spasms then became frequent. The middle third of the 
right precentral convolution was found to be distinctly softer than the 
surrounding tissue, and this softening was caused by numerous small 

1 Illinois Medical Journal, March, 1907. 

2 Berliner klin. Wochenschrift, February 4, 1907, p. 129. 

8 Journal of Nervous and Mental Disease, January, 1907, p. 42. 

4 Review of Neurology and Psychiatry, February, 1907, vol. v, p. 89, No. 2. 



DISEASES OF THE BRAIN 255 

hemorrhages within the cortex and almost confined to it. The anterior 
fifth of the precentral convolution alone escaped, and the hemorrhages 
extended into the cortex of the central fissure, but did not pass the bottom 
of the fissure into the postcentral gyrus. 

Encephalitis of the Pons. Recovery from encephalitis of the pons 
is extraordinary, and has occurred in only a few cases. Bregman 1 has 
observed a case in which, among other symptoms, left facial palsy of per- 
ipheral type, and paresis with anesthesia and ataxia and exaggeration of 
the tendon reflexes on the right side occurred. The symptom-complex 
began with paresthesia of the right extremities, and this was followed 
in three weeks by hypoesthesia of these parts, and then by occipital head- 
ache, right-sided ptosis, strabismus, diplopia, etc. Tubercle or gumma 
of the pons, meningitis, abscess had to be taken into consideration, and 
at first the diagnosis seems to have been impossible; but recovery could 
permit tumor or abscess to be excluded. Absence of neck rigidity, of 
trismus, of hyperesthesia made meningitis improbable, so that the 
diagnosis of non-purulent encephalitis seems to have been correct, and 
the case is well worthy of report as one of recovery from encephalitis of 
the pons. This condition is sometimes associated with poliomyelitis, 
and is common as a part of syphilitic inflammation of the brain, but is 
very seldom confined to the pons and adjoining regions. 

Amaurotic Family Idiocy. Vogt distinguishes two types of amaurotic 
family idiocy, the type described by Sachs (the infantile) and the juvenile. 
In the latter the symptoms begin between the fourth and sixteenth years; 
children of the same family, but not always of the Jewish race, are affected, 
and dementia usually precedes blindness, but the macular changes of the 
early form do not occur. Vogt thinks the macular alteration may be 
absent in the infantile form, however, and does not consider it essential 
for a diagnosis. Age of commencement of the symptoms is the most 
important distinction between the two forms. 

Schaffer* attributes more importance to the macular findings than 
does Vogt, as in only 5 of the 86 cases of the Sachs' type were 
they absent, and 2 of these 5 cases are doubtful. He would exclude 
any case in which the macular changes were not found. He reports a 
case of a later type of amaurotic idiocy with necropsy in which the family 
tendency was absent. 

The cases reported by Spielmayer probably belong to the juvenile 
form. Schaffer finds that the cellular and neuroglia changes in these 
are very similar to those in Sachs' type, but not so intense, and yet the 
process is pathologically essentially the same. He agrees with Vogt 
that the infantile (Sachs') and juvenile types are only manifestations of 
the same disease, but the case he reports shows that there is still another 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxx, Nrs. 5 und 6, p. 450. 

2 Archiv fur Psychiatrie, vol. xlii, Nr. 1, p. 127. 
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form, a teratological type of amaurotic idiocy without a family tendency, 
which is to be separated from the amaurotic family idiocy. 

Ocular Palsies from Lead. Paralysis of the ocular muscles from lead 
is not of common occurrence, and yet Hammer 1 has been able to collect 
quite a number of cases in the literature. Abducens paralysis seems to 
be especially rare, paralysis of both nerves having been observed in only 
three cases. This condition was present in Hammer's case, and the 
patellar reflexes were absent temporarily, although no other symptoms of 
implication of the lower limbs were observed. 

Hammer has found only two cases in the literature of paralysis of the 
ocular muscles from nicotine, and has had a case himself. His patient 
was a man, aged fifty-nine years, who had used much tobacco, and 
who had palsy of the ocular muscles on both sides, also a central scotoma. 
The man had acquired syphilis, and had lost the light reflex and also, 
to some extent, the accommodation reaction of the iris. Although 
symptoms of tabes were absent, one would be justified in entertaining 
skepticism toward the diagnosis of nicotine poisoning in this case. 
The diagnosis seems to have been made because of retrobulbar neuritis 
and central scotoma. Very little importance is attributed to the syphi- 
litic infection and the loss of the light reaction. 

Reflexes. A contribution to the study of the reflexes is ma'e by 
Walton and Paul. 2 They believe that the deep reflex is a resultant of the 
activity of cerebral and spinal arcs, the longer arcs tending to produce 
a deliberate and moderate reflex, the shorter arcs an active and violent 
reflex. The deep reflex varies in healthy individuals and in the neuro- 
psychoses according to the predominant influence of the longer or shorter 
arcs. In disease of organic origin the partial withdrawal of the higher 
influence causes the spinal type of deep reflex, but the complete with- 
drawal of the higher influence causes abolition of the deep reflexes, since 
the spinal arc alone is incapable (in man) of sustaining the burden. 
Upon reestablishment of the higher influence the reflexes return, the 
spinal type predominating if the reestablishment is partial, the normal 
type if it is complete. Initial lessening or loss of deep reflex in the para- 
lyzed parts is the rule in apoplexy. This condition persists for a period 
varying from half an hour to a number of days, after which these reflexes 
become normal or assume the spinal (exaggerated) type according as 
the return of cerebral influence has been complete or partial. In the 
exceptional cases of apoplexy with initial exaggeration of deep' reflexes 
the withdrawal of cerebral influence has been from the first incomplete. 
The superficial reflexes, like the deep, have a cerebral control, and dis- 
appear on withdrawal of that control. The fact that they do not become 
exaggerated in disease of the pyramidal tract shows that they have little 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxix, Nrs. 3 und 4, p. 323. 

2 Journal of Nervous and Mental Disease, November, 1906, p. 681. 
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if any spinal representation. The control of the Babinski reflex more 
nearly approximates that of the deep than of the superficial reflexes. 

M. Lapinsky 1 has made some very important observations concerning 
the disappearance of the tendon reflexes from lesions high in the cord. 

The correctness of the statement of Bruns, that acute compression of 
the spinal cord is accompanied by loss of the reflexes, needs demonstra- 
tion; equally unreliable is the statement of Brasch, that loss of tendon 
reflexes from compression of the upper thoracic or cervical region always 
indicates a total destructive transverse lesion and not simply compression. 

It is doubtful whether a total compression of the cord, not accom- 
panied by severe painful irritation, can in itself cause loss of the reflexes. 
It has probably only an indirect effect upon the reflexes of the paralyzed 
side, and only in so far as it causes organic change of the reflex arcs and 
centres below. The chief effect may be increased pressure of the cere- 
brospinal fluid, or edema of certain parts of the cord, or miliary hemor- 
rhages, etc. 

Partial compression of the cord causing the Brown-S^quard symptom- 
complex, where the cerebellar tracts to the paralyzed portions of the body 
are disturbed, may cause no change of the reflexes, probably because the 
reflex arcs are not affected. 

Strong, painful irritation, projected into the spinal cord, may depress 
the reflexes both above and below, either where there is compression with 
total destruction of the cord or where there is partial compression. 

The loss of the reflexes in flaccid paraplegia from compression with 
severe pain may be functional; in paraplegia without pain it is probably 
from organic change in the reflex arcs. 

Abdominal Reflex. Rolleston 2 believes the abdominal reflex is of 
much importance in typhoid fever; it is affected in many cases of the 
disease, and lost oftener than impaired. It is absent only in certain 
nervous diseases and acute abdominal conditions, such as appendicitis 
and typhoid fever in persons under fifty; therefore, when this reflex is 
absent in a given case of continued pyrexia in a person below fifty it is 
of diagnostic value. Return of this reflex is indicative of convalescence 
and often corresponds with lysis and changes in the character of the feces 
and urine, and with the return of the subjective feeling of ticklishness 
normal to the individual. Certain writers attribute little importance to 
the abdominal reflex, and this view Rolleston attempts to show is incor- 
rect. 

1 Deutsche Zeitschrift fur Nervenheilkunde, 1906, vol. xxx, Nrs. 3 und 4, p. 239. 
8 Brain, vol. xxix, No. 113, p. 99. 
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DISEASES OF THE SPINAL GORD. 

Tabes. Rectal Sphincter in Tabes. C. F. Martin 1 has found that 
in tabes the finger may be introduced into the rectum and firm pressure 
on the sphincters in a lateral direction will cause relaxation. The lower 
part of the rectum may then be viewed without a speculum. In a series 
of 28 paretics this loss of sphincteric tone was found in 24. In 3 cases 
of tabes the relaxation of the external sphincter was observed, although 
the disease was in an early stage. When a finger is inserted into the 
normal rectum the sphincters can be felt to contract firmly and the 
rhythmic character of the contractions is noticeable; but in tabes it is 
entirely absent. In tabes, at times when the anus has been dilated by firm 
pressure with the finger, the sphincter remains relaxed after removal of the 
finger. In many cases with lessened sphincteric tone the anus appears 
funnel-shaped and its margin is devoid of the radiating folds usually 
seen in the normal subject. The perineal region as well as the under- 
wear of the tabetic patient are frequently soiled because of this relaxa- 
tion of the anus, which, according to Martin, is essentially sensory in 
type. The sphincteric paralysis may be the first sign of tabes, and 
although the sign may be of value to the neurologist it is especially valu- 
able to the proctologist, as the surgeon may be blamed for the inconti- 
nence should he have operated upon the rectum or anus. The condition 
is like the hypotonia occurring in the limbs in tabes. 

Syphilis as a Cause of Tabes. As an argument against the syphi- ' 
litic origin of tabes may be advanced such a case as that reported by 
Verger and de Cardenal, 2 in which the lightning pains began two years 
before the appearance of a chancre, presenting all the characteristics of 
the primary lesion of syphilis. A few similar cases are referred to by 
these authors. Their case was also interesting on account of the feeble 
intensity of the lesions notwithstanding the long duration of the symptoms. 

At the most, however, such cases merely show that the tabes may be 
caused by other conditions than syphilis. 

Medullated Fibers in Optic Nerves. Bernhardt 3 says that in 
the cases in which medullated fibers occur in the optic nerves exami- 
nation of the condition of the nervous system usually has not been made, 
and he suggests that possibly these medullated fibers may be more fre- 
quent in those affected with organic nervous disease. If this opinion 
should prove to be correct the sign would be a valuable addition to our 
clinical knowledge. 

Tabetic Deafness. Gowers' 4 remarks on the deafness of tabes are 

1 Journal of Nervous and Mental Disease, August, 1906, p. 527. 

2 Revue Neurologique, July 15, 1906. 

3 Berliner klin. Wochenschrift, April 15, 1907, p. 422. 

4 Review of Neurology and Psychiatry, March, 1907, p. 169. 
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important, because they indicate the manner in which the condition may 
be recognized. Progressive reduction of hearing from above and below, 
analogous to concentric restriction of the fields of vision; and loss in the 
centre of the range, analogous to a central scotoma in vision, are very 
suggestive of tabes, but both conditions are rare. Their* significance, 
Gowers says, is especially great if the deafness accompanies optic-nerve 
atrophy. In one of Gowers' cases the patient could hear no note above 
680 vibrations or below 198 vibrations. A few months later the range 
of hearing had become still further reduced, but only from below. A 
few months still later this progressive reduction of hearing from above 
and below, resembling concentric contraction of the visual field, gave 
place to total deafness. In another case of tabes the range of hearing 
was unusually high; the patient could hear Galton's whistle up to 12,000 
vibrations. On passing downward he could hear each sound to 7000 
vibrations, but no lower note. He could not hear 2112 vibrations, but 
could hear 1056 and all lower notes through the bone as well as through 
the air. This condition was similar to central scotoma, and in this case 
was associated with central scotoma; the latter is rare in tabes. 

The Value of the Argyll-Robertson Sign. A paper of consider- 
able importance as regards pupillary phenomena has recently appeared 
from the pen of Pilcz. 1 It is known that syphilis may be the cause of 
the Argyll-Robertson sign as well as of other pupillary disturbances in 
those who have neither tabes nor paretic dementia, but it has been uni- 
versally held that disturbance of the light response does not occur as a 
sign of neurasthenia, although anisocoria may do so. Disturbances in 
the light response, even Argyll-Robertson pupil, have been observed in 
alcoholism and some of the psychoses. 

Pilcz has studied a number of cases in which paretic dementia seemed 
possible, and in some of these the diagnosis was incorrect. In a few of 
these cases neurasthenia was demonstrated by the development of the 
symptoms, and transitory pupillary phenomena occurred, such as are 
seen in organic disease. In one case the Argyll-Robertson sign was 
distinct, in two it was imperfect. Syphilis, Pilcz excludes as a cause, 
because the pupillary signs diminished as the neurasthenic signs dimin- 
ished. As the cases were observed during long periods he believes that 
he can exclude organic disease. None of the patients were alcoholic. 
He is guarded in saying that the neurasthenia was the cause of the 
pupillary phenomena, and he can give no satisfactory explanation for 
their occurrence. It should be remembered that Karplus has demon- 
strated that rigid pupils may occur in hysterical attacks. The Argyll- 
Robertson sign is important in a case supposed to be one of early paretic 
dementia, but it should not be valued too highly. In doubtful cases 
lumbar puncture is of assistance in making a diagnosis. 

1 Monatsschrift fur Psychiatrie und Neurologie, January, 1907, p. 46. 
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L. W. Weber 1 reports cases in support of Pilcz's contention that the 
Argyll-Robertson sign may occur in various conditions. Cramer, 
many years ago, showed that difference in the size of the pupils, slowness 
in the reaction, and rigidity to light may occur in alcoholics, imbeciles, 
degenerate individuals, and conditions of exhaustion when only moderate 
amounts of alcohol had been taken. Weber has seen reflex rigidity of 
the pupil repeatedly in persons over fifty who presented symptoms 
suggestive of paretic dementia. The rigidity disappears as the other 
symptoms diminish, and in one case with necropsy he found only arterio- 
sclerosis and numerous small areas of softening. He therefore emphasizes 
the importance of recognizing the occurrence of transitory pupillary 
symptoms in arteriosclerosis, especially when it begins early in life and 
progresses slowly. 

Paresis. W. Ford Robertson 2 and Lewis C. Bruce have independently 
of one another come to the conclusion that paresis is a disease due to 
poisoning by the toxins of bacteria, whose point of attack is through the 
gastric and intestinal mucous membrane. The Bacillus coli seems to be 
at least one of the organisms concerned in the production of this toxemia. 
Other investigators have advanced similar views. An organism resem- 
bling the Klebs-Loffler bacillus seems to be constantly present in the 
alimentary or respiratory tract, is occasionally in the brain, and cultures 
of this bacillus were obtained from 17 cases out of 20 examined. In the 
remaining 3 a similar organism was afterward found in sections of the 
alimentary tract. Cultures were obtained from the brain in 4 out of the 
17 cases. The respiratory tract also seems to be a portal of entrance for 
the infection. White rats fed with bread containing these diphtheroid 
bacilli developed motor weakness/ incoordination, dyspnea, and drowsi- 
ness. The baci'lus was found in the catarrhal exudations of their ali- 
mentary tract. A large proportion of nerve cells of the cerebral cortex 
and spinal cord were markedly degenerated, and the neuroglia, especially 
in the first layer of the cortex, showed slight but distinct proliferative 
changes. It has been found that female paretics constantly have chronic 
leucorrhea, and the discharge always contains abundant diphtheroid 
bacilli. 

Robertson 3 thinks that the role of syphilis in the etiology of general 
paralysis and tabes is only that of weakening the general and local 
defenses, and that these diseases must be dependent upon an active 
bacterial toxemia. He mentions in support of this opinion that only a 
small percentage of syphilitics become general paralytics or tabetics, 
that general paralytics have been known to become infected by syphilis, 
and it is improbable that this could occur if general paralysis were 

1 Monatsschrift fur Psychiatrie und Neurologie, March, 1907, p. 271. 

2 Review of Neurology and Psychiatry, 1906, p. 73. » 

3 Ibid., p. 258. 
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essentially a late manifestation of syphilis. Statistics showing the h'gh 
percentage incidence of previous syphilis are inconclusive, as they 
leave open the question of the occurrence of a secondary bacterial 
infection of a different nature. By these and other arguments Robertson 
tries to upset the syphilitic theory, and to establish his conclusion that 
the diphtheroid bacillus, which he calls the Bacillus paralyticans, is the 
specific etiological factor in the production of general paralysis and tabes. 
He wishes it clearly understood that the question is left an open one 
whether this bacillus is merely an attenuated Klebs-Loffler bacillus or an 
altogether distinct microorganism, but he believes that it will be event- 
ually determined that the organism is a special one. It is frequently 
present in the alimentary, respiratory, and other mucous tracts of persons 
not afflicted with general paralysis, but so are other dangerous forms of 
microorganisms. An important conclusion of these investigations is that 
such measures as are taken in other chronic infective diseases should be 
adopted to prevent, as far as possible, the transmission of the bacillus 
to susceptible persons, Robertson thinks it may be possible to discover 
a serum treatment. 

Piltz* thinks we have in disturbance of sensation an important early 
sign of paresis. Pain sensation is diminished or lost over the entire body 
except in a small zone about the neck like a collar, in a girdle or corset 
zone varying in width in different persons, and in the posterior portions 
of the lower limbs. In these areas pain sensation is normal or exag- 
gerated. Tactile sensation may be increased on the trunk in the lumbar 
or thoracic region of the back or in a zone having the form of a corset 
or girdle. 

Paresis in Youth. The case of paretic dementia occurring in a 
boy, aged fifteen years, reported by Edwin Bramwell, 2 is noteworthy 
inasmuch as there was absence of stigmata of congenital syphilis and of 
a family history indicative of syphilis, whereas a trauma — he was knocked 
over by a runaway horse — immediately preceded the development of the 
symptoms. Lymphocytosis was very pronounced in the cerebrospinal 
fluid. 

Paretic Symptoms without Paresis. In certain cases, according 
to Behr, 3 symptoms (pupillary phenomena, convulsions, increasing 
dementia) resembling those of paretic dementia may develop at the age 
when the latter disease is likely to commence. These cases are to be dis- 
tinguished from those of paresis by the longer duration of the symp- 
toms, by the long periods of arrest in the mental failure, and by the 
pathological findings (degeneration of the subcortical fibers occasionally 
in a limited region, with proliferation of neuroglia, causing atrophy and 

1 Neurologisches Centralblatt, August 1, 1906, p. 690. 

2 Review of Neurology and Psychiatry, December, 1906, p. 813. 

i s Monatsschrift fur Psychiatrie and Neurologie, May, 1906, p. 498. 
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diminution in size of the convolutions in the affected part). The degen- 
eration is caused by disturbance of nutrition, resulting from hyaline 
degeneration of the vessels with narrowing of the lumen. The cortex is 
only slightly affected. 

Multiple Sclerosis. Taylor 1 thinks this disease is not so rare in America 
as many believe. Until the publication of his paper only about twelve 
cases with necropsy had been reported. To this list Taylor adds six 
cases with necropsy that occurred in America. Eighteen cases form 
a very small number. I cannot subscribe to the view that the disease 
is common in this country. We have many necropsies in cases of nervous 
disease at the Philadelphia General Hospital, and were the failure to 
make the diagnosis dependent on inaccurate clinical observation we 
should have many surprises at the necropsy table. Cases of multiple 
sclerosis with necropsy are very rare at this hospital with its great wealth 
of nervous cases. In Taylor's six cases the correct diagnosis was made 
only twice during the life of the patients. We cannot fail to be amazed 
when we compare the occurrence of the disease in this country with the 
statement of Strumpell that multiple sclerosis is one of the most common 
organic diseases of the nervous system in Germany, and that among the 
country population is decidedly more frequent than tabes. This is 
the impression that I received in observing the clinics of Europe. 
Strumpell believes the disease is not so frequent in the cities as in the 
country. Although I have great respect for Taylor's opinion, I cannot 
believe facts warrant the statement that if the suspicion of multiple 
sclerosis were entertained in doubtful cases, and means taken to verify 
the diagnosis by necropsy, the disease would assume the position of 
importance it demands in Europe; but it is true that Taylor has observed 
an unusually large number of cases. 

Mtiller has laid much stress upon the absence of the abdominal 
reflexes in multiple sclerosis, and Taylor has examined a number of cases 
with special reference to this sign and has found the reflexes absent in 
practically all the cases. He points out, however, that these reflexes are 
uncertain at best. 

As to the pathology, Taylor thinks the present evidence points toward 
a primary destruction of the myeline with either a secondary or coincident 
proliferation of the neuroglia. 

Acute Multiple Sclerosis. Muller separates the cases of multiple 
sclerosis with an acute course, developing after disseminated encephalo- 
myelitis, from those which he regards as true multiple sclerosis, and 
maintains that the two forms may be distinguished both clinically and 
by the pathological findings. Wegelin 2 combats this opinion, and reports 
a case with necropsy which he regards as one of genuine multiple sclerosis 

1 Journal of Nervous and Mental Disease, June, 1907, p. 361. 

' Deutsche Zeitschrift fur Nervenheilkunde, vol. xxxi, Nrs. 3 und 4, p. 313. 
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in which the duration of the disease was about five or six months. Cer- 
tainly, cases of true multiple sclerosis terminating in so short a period of 
time are rare. 

Pain in Multiple Sclerosis. Nonne, 1 in a discussion on brain 
tumors, remarked that severe paroxysms of pain may occur in multiple 
sclerosis, as he observed them in a case with necropsy; small prolifera- 
tions of glia were found on the posterior roots. Frankl-Hochwart replied 
to this statement that pain in multiple sclerosis is not uncommon, and in 
one case with necropsy he had observed very severe pain. He speaks 
of a form which he calls sclerosis multiplex dolorosa. Wildermuth 
also considers pain as frequent in this disease. 

Myelitis. The effect of alcohol upon the peripheral nerves has been 
so generally recognized that the changes produced in the spinal cord 
by the poison have received less attention. Nonne 2 gives references to 
authors who have studied the latter, and reports cases under his own 
observation to show that alcohol may cause both systemic and pseudo- 
systemic degeneration of the spinal cord not unlike that occurring with 
anemia, and not necessarily associated with multiple neuritis. In some 
cases anemia is present, but it may not develop until after the degen- 
eration of the spinal cord has occurred. In rare cases Nonne has seen 
a hemorrhagic diathesis in chronic alcoholics. 

Spastic Spinal Paralysis. The occurrence of bulbar symptoms with 
spastic spinal paralysis is unusual. Naka 3 has had such a case with 
necropsy, and the nerve cells of the medulla oblongata were not degen- 
erated, as they are frequently in amyotrophic lateral sclerosis. The 
bulbar symptoms were regarded as spastic phenomena from degen- 
eration of the pyramidal tracts. 

Poliomyelitis. Repeated return of weakness in old poliomyelitis is 
unusual, but Crouzon 4 has observed a case of this kind. A patient had 
atrophy and contractures of his lower limbs as a result of poliomyelitis 
in infancy. At the age of eighteen (he could walk without any artificial 
support since the age of four) he found one day, on trying to rise from the 
table, that his legs would not carry him. For four months his lower limbs 
were paralyzed and then he gradually began to walk again. At the age 
of twenty-two he fell on the street and for three months was in the same 
condition as in the former attack. Again he commenced to walk. At 
the age of twenty-five he was paralyzed for two or three months. Other 
similar attacks occurred. Between the ages of eighteen and forty the 
man had nine returns of transient paraplegia. The anatomical basis 
of these attacks of paraplegia has never been ascertained. There is 
danger that after a certain number of recurrences of paraplegia the weak- 

1 Monatsschrift fur Psychiatrie und Neurologie, January, 1907, p. 93. 

2 Ibid., December, 1906, p. 497. 

8 Archiv fur Psychiatrie, vol. xlii, Nr. 1, p. 19. 

4 Review of Neurology and Psychiatry, April, 1907, p. 280. 
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ness of the lower limbs may become persistent, and indeed in some cases 
this has occurred. 

Sudden increase in weakness is observed in other chronic diseases. 
Thus in the January (1907) number of the Journal of Nervous and 
Menial Disease, I reported a case of progressive muscular dystrophy, 
referred to elsewhere in this article, in which numerous attacks of sudden 
increase of paralysis occurred during the early stage of the disease. 

Syphilitic Spinal Paralysis. Attempts have been made to establish 
Erb's syphilitic spinal paralysis as a systemic disease. The symptoms 
are: spastic gait, exaggerated tendon reflexes, slight increase in the 
tonicity of the muscles, slight disturbances of sensation and of the bladder, 
following syphilitic infection. There should not be pronounced motor 
palsy, defect of ocular muscles, of the pupils, of the cranial nerves, of 
intelligence, nor of speech. It seems that this symptom-complex may 
be caused by chronic diffuse myelitis with ascending and descending 
degeneration or else combined with primary degeneration of the pyra- 
midal tracts, or by degeneration of the pyramidal tracts alone, or by 
combined tract degeneration. The bloodvessels and pia may also be 
diseased. It appears, therefore, that Erb's syphilitic spinal paralysis is 
merely a symptom-complex. Cases with necropsy are rare, because 
death usually occurs from some intercurrent affection. Nonne 1 reports 
a case in which he found slight diffuse myelitis in the thoracic cord, 
with degeneration of the white columns, thickening of the bloodvessels 
and posterior chronic meningitis. 

Unilateral Ascending Paralysis. Mills 2 reviews all the cases published 
of unilateral ascending paralysis, and adds the symptom-complex of 
unilateral descending paralysis to the group. He finds that this clinical 
type in a more or less pure form may occur (1) as the result of primary 
degeneration of the pyramidal tracts, to which may be added other degen- 
erative lesions; (2) as the early stage of disseminated sclerosis; (3) as the 
form assumed by unilateral amyotrophic sclerosis; (4) as the order of pro- 
gression in unilateral paralysis agitans; (5) as the expression of a focal 
lesion either cerebral or spinal; (6) as a clinical type in cerebrospinal 
syphilis; (7) as a peripheral or hysterical affection. He reports a clinical 
case of unilateral ascending paralysis, probably as a result of cerebro- 
spinal syphilis; a case of progressively developing descending hemi- 
plegia probably from primary degeneration of the pyramidal tracts, 
one probably from disseminated sclerosis, and one probably from amyo- 
trophic lateral sclerosis. He thus enriches the literature by the report 
of three clinical cases of unilateral descending paralysis of different 
pathology, and enlarges very considerably the type as he first presented it. 
In the discussion on this paper Hoppe reported a case of descending 
hemiplegia. 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxix, Nrs. 5 und 6, p. 369. 

2 Journal of the American Medical Association, November 17, 1906, p. 1638. 
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Syringomyelia. Variation of Sensory Disturbances. Burr 1 calls 
attention to the variation in size of the areas insensitive to temperature 
and pain in syringomyelia. The boundaries of these areas widen and 
contract. Successive examinations in the earlier period of the disease 
and even several years later will show these variations. Still more strik- 
ing is the entire disappearance of insensibility to pain and temperature 
even after the disease has been manifested for several years. Burr 
speaks of three cases in which he observed disappearance of sensory 
disturbances and attributes it to pushing to one side and compression 
of nerve tissue by the gliosis and to variation in the pressure with changes 
in the circulation. The fluid in the cavity he thinks may vary from time 
to time. I have examined charts made at intervals in cases of syringo- 
myelia and have observed the greatest discrepancies. 

Syringomyelia Extending Far into the Cerebrum. An impor- 
tant case of syringomyelia has been studied by me, 2 important in that the 
cavity extended from the sacral region through the medulla oblongata, 
right side of the pons, right cerebral peduncle, and right internal capsule 
to a point two or three millimeters below the floor of the lateral ventricle 
in the head of the caudate nucleus. Such an extent of the cavity has 
never previously been observed, and is even regarded by some as impos- 
sible. The cavity was so situated that most of the cranial nerves escaped. 
Schlesinger has said in his remarkable monograph that the cavity usually 
does not extend above the exit of the glossopharyngeus nerve, sometimes 
reaches the lower part of the nucleus of the facial nerve, but often does 
not extend as high as the level of the exit of the glossopharyngeus nerve. 
He has never been able to trace the cavity as high as the nucleus of the 
facial nerve. The pons, according to Schlesinger, forms the termination 
even to extensive syringobulbia, and involvement of the first four cranial 
nerves or of the portio minor of the fifth indicates that some other lesion 
than syringobulbia exists. The involvement of the upper cranial nerves 
in syringobulbia, he says, is caused by hydrocephalus, paretic dementia, 
tabes, etc. Raymond considered the prognosis quoad vitam relatively 
grave when syringomyelia is complicated by bulbar symptoms, but this 
case reported by me shows that it need not be serious. The case shows 
also that Hoffmann's opinion is incorrect, viz., that the upper part of the 
brain is not invaded in syringomyelia because vital centres would be 
involved and cause death before the process could become so extensive. 
My case shows that the third, fourth, or motor part of the fifth cranial 
nerve might be involved by the cavity and that symptoms in the distri- 
bution of these nerves need not imply that the syringomyelia is compli- 
cated by some other lesion, but I believe with Schlesinger that in the 
majority of cases symptoms in the supply of the upper cranial nerves 
point to a complicating lesion. 

1 Journal of Nervous and Mental Disease, August, 1906, p. 525. 

2 British Medical Journal, October 20, 1906, p. 1017. 
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Pain in Syringomyelia. Pain is not a common symptom of syringo- 
myelia, but does occur occasionally, and Raymond and Lhermitte 1 
have reported a case which offered some difficulty in the diagnosis be- 
tween syringomyelia and caries of the vertebrae. They remark that spon- 
taneous pain may be the only symptom of syringomyelia, and when this 
exists with thoracic lumbar kyphoscoliosis and pain on pressure the 
resemblance to caries is striking. The vertebral deformity of syringo- 
myelia, however, is never median and angular. 

Syringobulbia Symptoms. An important aid to clinical diagnosis 
of bulbar lesions is afforded by the study of Henschen and a few others 
who preceded him. In the case observed by Henschen 2 temperature 
and pain sensation were entirely lost in the distribution of the left fifth 
nerve, while tactile sensation was preserved. The same dissociation 
of sensation existed in the right upper and lower limbs and right side of 
the trunk. Slight ataxia in walking, and slight weakness of the left 
upper and lower limbs were present. The left sixth and tenth nerves 
were slightly affected. The important feature of this observation is the 
dissociation of sensation in one side of the face and in the opposite side 
of the body, caused by a bulbar lesion. The cases reported in the litera- 
ture seem to show that the situation of a lesion causing these symptoms 
is dorsolateral to the lower olive, and implicating the tract of Gowers. 

Spinal Tumors. An important contribution to the study of spinal 
tumors is made by Georg Stertz, 3 who gives the details of eight cases of 
tumor. In none of these were the symptoms entirely typical. In five 
cases the tumor was external to the spinal cord, i. e., it was in the connec- 
tive-tissue coverings or in the vertebrae. In two of these cases the painful 
stage was absent; in one pain and pressure symptoms developed simulta- 
neously. The Brown-Se'quard symptom-complex was found only once, 
and then was indistinct. Gradual 3evelopment of the symptoms of com- 
pression was observed only in two of the five cases. Stertz explains the 
absence of pain in extramedullary tumors by the position of the tumor, 
so that the posterior roots are not involved; or by interruption of the pain 
fibers within the cord. The Brown-S^quard symptom-complex is not 
present if the tumor is in a median position, or the compression symp- 
toms develop rapidly. Acute rather than gradual development of the 
process may be expected when cold, overexertion, disturbances of circu- 
lation cause sudden edema of the compressed region of the cord, and this 
may terminate' in softening or may be absorbed. Malignant tumors 
are more likely to cause sudden increase in symptoms, possibly by their 
toxicity. 

The gradual development of symptoms is characteristic of intra- 

1 Revue Neurologique, June 30, 1906, p. 576. 

2 Neurologisches Zentralblatt, June 1, 1906, p. 502. 

3 Monatsschrift fur Psychiatrie und Neurologie, September, 1906, p. 195. 
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medullary tumors. Pain is usually present, but is not severe, and death 
occurs soon. In one of Stertz's cases, however, the intramedullary 
tumor existed ten years. 

Tumor of the spinal column developing without pain is difficult to 
diagnosticate and its confusion with some other condition is likely to occur. 
Stursberg 1 has studied a patient in whom left sciatica first developed and 
then disappeared. About three years later he suddenly felt a sensation 
of numbness in the toes of both feet, the numbness ascended to the 
abdomen, and both lower limbs became weak; urination was a little 
impaired; the bowels were not affected; pain was not felt at any time. 
The lower limbs became spastic, with exaggerated tendon reflexes, and 
the weakness became a little more intense in the right lower limb. The 
lower abdominal reflexes were lost. Sensation was much impaired in 
the lower limbs. The lesion was believed to be at the tenth thoracic 
segment. As syphilis could not be demonstrated and progressive chronic 
myelitis is rare, compression was regarded as probable. Caries could 
not be determined. Operation was urged, as Stursberg believed little 
could be lost if the operation should prove unsuccessful. A psammoma 
was found and removed. 

A careful perusal of this report shows that the diagnosis must have been 
made with much uncertainty, and it is asserting too much to declare 
that an unsuccessful operation can do no harm. Cases such as the one 
described here occur occasionally and cause much perplexity to the 
neurologist. 

Another case of tumor of the spinal column is reported by Esser; 2 the 
chief interest of this lay in the character of the tumor, a chromatophoroma, 
as called by Ribbert. This tumor contained many pigmented cells, 
and was the first recognized primary tumor of this character arising in 
the spinal pia. The origin was believed to be in the pigmented cells 
normally found in the pia. 

Thyroid Metastasis. Dercum 3 regards his case of thyroid metas- 
tasis to the vertebrae as unique. The patient, a woman, had a large 
goitre and the thyroid was removed by operation. A year later severe 
pain began in the left upper limb, and this was followed by gradual and 
progressive wasting of muscles. The pains became distributed through- 
out the body. Contracture of the lower limbs developed and move- 
ments of all the limbs were greatly impaired. Two prominences were 
observed in the vertebral column, one in the upper thoracic and the 
other in the lower lumbar region. On opening the spinal canal a tumor 
was found involving the fourth and fifth cervical vertebrae, pressing upon 
the cord and involving the dura; in the second lumbar vertebra was 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxxii, Nrs. 2 und 3, p. 113. 

2 Ibid., p. 118. 

3 Journal of Nervous and Mental Disease, March, 1906, p. 153. 
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another tumor, smaller, without adhesions to the dura. The upper 
tumor was hard, but gelatinous in its middle portion, and microscopic 
examination showed that it was made up of thyroid tissue. All the 
sections revealed the aveoli of the thyroid gland, some large, some small, 
and the typical structure of the alveoli lined by a single row of cubical 
epithelium, and all were filled with the characteristic colloid material. 
Dercum gives some very interesting references to the literature on 
thyroid metastasis to bones, and remarks that it is strange this does not 
occur more frequently, inasmuch as colloid goitres are relatively common. 

Multiple Lipomata. Iji an extraordinary case studied by Osann 1 
lipomata were found in the thoracic and abdominal cavities and within 
the vertebral canal upon the dura in the thoracic and sacral regions. 
Compression of the spinal cord caused grave symptoms, and in addition 
bulbar disturbances were present. The latter may have been caused 
by the distant tumors, as it has been demonstrated that lipomata may 
be malignant, and cellular changes were found in the nuclei of the medulla 
oblongata. It is rare to find lipomata within the vertebral canal. 

Surgery of Spinal Tumor. The 2 cases of spinal tumor reported 
by Oppenheim and Borchardt 3 are interesting chiefly in the successful 
outcome of surgical intervention; 1 case was, however, very puzzling, 
as the tumor caused bilateral symptoms from the beginning resembling 
those of posterolateral sclerosis. Oppenheim has had 8 cases of spinal 
tumor with operation; in 4 of these the operation was successful, and in 
all of the 8 the tumor was found. Spinal tumor, he thinks, is much 
more common than it was formerly believed to be. 

F. Krause, 8 in discussing these cases, remarked that he had oper- 
ated for spinal tumor nineteen times on 18 patients, 1 patient being 
operated upon twice. Death occurred in 5 cases. Exposure of the 
cervical region of the cord is more dangerous than of the thoracic or 
lumbar region, probably because the patient lies a long time in such a 
position as to interfere with the action of the heart and lungs; and this 
should be avoided. He advises operation on the uppermost cervical 
vertebrae, notwithstanding Schultze had decided not to have a patient 
operated upon who had a tumor at the level of the atlas, closing the right 
half of the foramen magnum. 

Meningitis. R£non and Tissier 4 have observed a case of tuberculous 
meningitis in a child in which the cytological examination of the cerebro- 
spinal fluid obtained by lumbar puncture on seven occasions during the 
last twenty-five days of the illness was always negative. 2 per cent, of 
albumin was found and was suggestive of meningitis. The diagnosis 

1 Archiv fur Psychiatrie, vol. xlii, Nr. 1, p. 180. 

1 Horiiner klin. Wochenschrift, June 25, 1906, p. 864. 

3 Ibid., p. 886. 

4 Semaine m&licale, June 13, 1906, p. 283. 
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, was confirmed by the intraperitoneal injection of two guinea-pigs with 
some of the cerebrospinal fluid. The practical conclusion drawn from 
this case is that the absence of the cytological reaction in the cerebro- 
spinal fluid should not prevent the diagnosis of meningitis. Achard 
has made a similar observation. 

Meningitis Serosa Spinalis. Very little has been written concern- 
« ing the spinal form of serous meningitis, although the literature on the 
cerebral form is extensive. Fedor Krause 1 reports an interesting case 
in detail: A man was stabbed in the right side of the neck, and later it 
became necessary to operate on account of extradural abscess at the site 
of the wound. Improvement was very pronounced during twenty-two 
days following the operation, but then grave symptoms rapidly developed 
and motor paralysis of the lower limbs became almost complete and 
flaccid. Another operation showed that the compression was not 
caused by an extradural abscess, but the dura was much distended in 
the surgical opening and the enlargement was spindle-shaped. Pul- 
sation had disappeared, but fluctuation was distinct and indicated clearly 
an accumulation of fluid within the dura. Krause did not dare to 
puncture the dura, on account of the long-standing suppuration about 
it, until he had packed the wound with iodoform gauze and left it in 
place three days. The cause of the serous meningitis he sought in the 
suppuration of the vertebrae and regarded it as an inflammatory edema, 
but the limitation of the process to a short cervical segment was incom- 
prehensible. Cerebral serous meningitis, he points out, is caused by 
suppuration of the middle ear and neighboring bone, and may give the 
symptoms of brain abscess. Improvement after the second operation 
was slow but pronounced, and the man finally became able to walk. 
The case is a most extraordinary one and should keep us alert to the 
possibility of spinal serous meningitis, a subject which, as Krause says, is 
not mentioned in the text-books. 

Spinal Anesthesia Causing Paralysis of Cranial Nerves. Loeser 2 has seen 
paralysis of the trochlear nerve follow the spinal injection of novocaine, 
and of the abducent nerve following the injection of stovaine. Because 
of the absence of all other causes, and because of the appearance of tlie 
paralysis a few days after the injections, and of the short duration of the 
paralysis, Loeser attributed it to the toxic action of the spinal anesthesia. 

Scholer reported abducent nerve palsy occurring eight days after the 
injection of cocaine and stovaine; a similar case was observed by Adam, 
but the latter did not attribute the paralysis to a toxic action. Salomon- 
sohn, inasmuch as only one nerve in each case was affected, believed the 
paralysis was caused by hemorrhage or thrombosis. 

1 Berliner klin. Wochenschrift, June 18, 1906, p. 827. 

2 Ibid., June 11, 1906, p. 804. 
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DISEASES OF THE NERVES. 

Facial Narva Symptom-complex. Hunt 1 has made an interesting study 
on the facial nerve. Under the heading of herpetic inflammations of the 
geniculate ganglion he has brought together for the first time three 
separate groups of cases; each group presenting distinct and clearly 
defined characteristics, but showing various combinations and tran- 
sition forms. Their union, he believes, constitutes a new and distinct 
clinical entity. 

The pathology of this affection is identical with that of herpes zoster, 
of which it forms a part, the distinguishing features depending entirely 
upon the ganglion involved and the nature of the structures surrounding 
it. Hunt believes that the geniculate ganglion as well as the Gasserian 
ganglion may be the seat of this specific inflammation. The peculiar 
situation of the ganglion within the bony canal and its relationship to 
the facial and the auditory nerves are responsible for the characteristic 
complex of symptoms which results. He has collected 56 cases from 
the literature and has observed 4 others in which palsy accompanied 
inflammation of the geniculate ganglion, as shown by herpes. The sim- 
plest expression of geniculate herpes is a herpes of the auricle and exter- 
nal auditory canal. Within this skin area is to be found the zoster zone 
for the geniculate ganglion. In another group of cases there is added to 
the aural herpes a paralysis of the facial nerve. This Hunt explains by 
pressure upon the inflamed ganglion or in some cases by a direct extension 
of the inflammation to the nerve. The most interesting as well as the 
most severe type of the disease occurs when the acoustic nerve is also 
. involved. In this form there are, with herpes auricularis and facial palsy, 
various auditory symptoms, ranging in severity from tinnitus aurium 
and diminution of hearing to the more severe forms of acoustic involve- 
ment as seen in M^nifere's syndrome. Hunt assumes in these cases that 
the inflammatory process has extended to the auditory nerve. He 
believes that the Gasserian, geniculate, and second and third cervical 
ganglia may be regarded as forming a ganglionic series or chain, and 
that herpes may occur simultaneously in their cutaneous zones, viz., face, 
ear, head, and neck. In the 60 cases he has studied peripheral facial 
palsy occurred. In 19 irritative or paralytic symptoms of acoustic 
origin were present. In 32 cases the cutaneous manifestation was 
herpes occipitocollaris, in 12 herpes facialis, in 12 herpes auricularis, 
in 3 a combined herpes auricularis and occipitocollaris, in 1 herpes 
facialis and occipitocollaris combined. 

Hunt reports 2 cases: in 1 herpes facialis and occipitocervicalis 
occurred with facial palsy of short duration; in the other herpes occipito- 

1 Journal of Nervous and Mental Disease, February, 1907, p. 73. 
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cervicalis occurred with severe facial palsy. Old inflammatory changes 
were found in the tip of the third cervical ganglion, with loss of nerve 
fibers and islets of sclerosis in the corresponding posterior root of the 
spinal cord. Distinct degeneration also was found along the course 
of the internal root of the auditory nerve after its entrance into the 
medulla oblongata; this was believed to be in fibers belonging to the 
nerve of Wrisberg. 

Facial Palsy. George W. Jacoby 1 thinks that in those cases of 
facial paralysis in which paralysis of the soft palate was observed an 
analysis shows that certain objections have not been met by the reporters 
of these cases, viz., a certain immobility of the palate is physiologically 
not infrequent. Local affections of the nasopharynx which may give 
rise to partial or complete paralysis of the palate have not always been 
excluded. Congenital asymmetry may be mistaken for unilateral palsy. 
Sufficient care has not been taken to search for symptoms pointing to a 
vago-accessory lesion in addition to the facial one. 

Jacoby thinks that the explanation of the variations of observations 
concerning the association of facial and palatal paralysis must be sought 
in the period of time at which the cases have been examined. Cases 
examined early in their course may show a palatal involvement, while 
those in which the facial paralysis has existed for some time will certainly 
show none. In facial diplegia, according to this view, the palatal palsy 
should be persistent if the palatal muscles are innervated by the facial nerve. 
Regarding such persistent palatal palsy statements differ, and I may say 
here that I have seen persistent facial diplegia of peripheral type without 
palsy of the palatal muscles. Jacoby reports 4 cases of double facial 
palsy and in 3 of these palatal palsy ^m observed, but careful study 
showed that this palsy was explicable in sohie other way than by the facial 
palsy. Deviation of the uvula is of little importance, as in normal 
persons it not infrequently is deflected toward one or the other side. 
Whenever palatal palsy seems to be the result of facial palsy Jacoby 
urges that symptoms should be sought for which cannot be explained 
by facial palsy alone, such as palpitation, sensory disturbances, hoarse- 
ness, etc. 

Lipschitz 2 gives interesting explanations of certain phenomena occur- 
ring in facial palsy. When the facial nerve is regenerated after it has 
been paralyzed, new axis cylinders probably grow into the peripheral 
portions of the nerve, but it is not reasonable to suppose that they always 
seek out the same branches of the facial nerve. On the contrary, cer- 
tain cells which before the paralysis innervated distinct divisions of the 
facial nerve, after regeneration probably innervate all the branches, but 
in different degree. In this way associated movements of the face on 

1 Journal of Nervous and Mental Disease, March, 1907, p. 172. 

2 Monatsschrift fur Psychiatrie und Neurologie, vol. xx. Erganzungsheft, p. 84. 
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voluntary innervation of one portion occurs. The spasmodic tic is 
always synchronous with winking, and is, therefore, an associated move- 
ment. The same explanation is given for the contractions in one area 
of the facial nerve when another area is irritated by the electric current. 
He discusses also the mechanism of nerve transplantation. 

The objective disturbance of sensation in the face, as well as the pain — 
the latter occurring in 11.6 per cent, of the cases — seen on the same side 
of the face as the "rheumatic" facial palsy, is attributed by Julius 
Donath 1 to involvement of the terminal branches of the trigeminal 
nerve, of the cervical plexus and other sensory nerves, in the same way 
as the facial nerve is affected. 

Interstitial Hypertrophic Neuritis. The interstitial hypertrophic pro- 
gressive neuritis of childhood of Dejerine resembles in some respects 
tabes, in others the neurotic muscular atrophy of Charcot and Marie, 2 
but is regarded by Dejerine as a distinct affection. Marie has recently 
reported cases occurring in the same family which seemed to him diffi- 
cult to classify, and yet were accepted by Dejerine as belonging to the 
type described by himself. The most striking features were the scan- 
ning speech and intention tremor, which Dejerine remarked he had not 
observed in any of his cases. 

Muscular Hypertrophy from Neuritis. Muscular hypertrophy may 
occur as a result of typhoid fever following phlebitis. In a case of this 
kind reported by von Bechterew 3 the hypertrophy was associated with 
weakness, sensation of heaviness and pain, hyperesthesia, and diminished 
reflexes in one lower limb. Myositis seemed improbable, although it 
has been supposed to be the cause of the muscular hypertrophy following 
phlebitis, v. Bechterew attributes the hypertrophy to a slowly develop- 
ing neuritis resulting from the phlebitis. He observed in another case 
hypertrophy confined to the left masseter muscle. 

Sciatica. C. Schmidt 4 has recommended the treatment of sciatica 
by continuous extension, such as is used in fracture of the femur. A 
weight of 1 or 2 kg. (4£ pounds) is employed at first, the lower limb 
forming an angle of 20 to 30 degrees with the bed. The extension is 
maintained during two or three hours and gradually prolonged until it 
becomes continuous. The weight is increased gradually and the limb 
is raised gradually until it becomes vertical or inclined toward the trunk. 
This treatment if properly carried out should produce no pain. Schmidt 
has been very successful in treating sciatica by this means. 

A curious accident is described by Bittorf. 5 A man struck with a 
heavy weight an object between his feet, bending his body forcibly for- 

1 Neurologisches Zentralblatt, November 16, 1906, p. 1039. 

2 Revue neurologique, June 30, 1906, p. 557 

3 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxxi, Nrs. 1 und 2, p. 164. 

* Semaine m&licale, July 4, 1906, p. 318. 

• Ibid., December 26, 1906, p. 616. 
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ward with each blow. Suddenly he felt a severe pain, extending from 
the sacral region down the right lower limb. He was supposed to have 
sciatica. In bending forward he was supposed to have stretched the 
sciatic nerve and its branches, causing a tearing of, or hemorrhage into, 
the nerve. 

MISCELLANEOUS NERVOUS DISEASES. 

Epilepsy. A. E. Russell 1 records the cessation of the pulse in the begin- 
ning of the epileptic fit and refers to the writings of others on this subject. 
Moxon has seen this phenomenon repeatedly, and the cessation has 
occurred before any convulsive movements developed. The absence of 
pulse seems to be associated with the tonic period and return occurs as 
the convulsions become clonic. Hughlings Jackson says that on several 
occasions he has observed the pulse to disappear during the paleness of 
the face in the onset of attacks of petit mal. This cardiac arrest is not a 
constant phenomenon in epilepsy and the pulse may be maintained in 
fair volume throughout the whole fit. Russell, however, endeavors to 
show that cardiac arrest may be far more common than is generally 
supposed. Sudden cerebral anemia, due to cardiac inhibition (or to cere- 
bral vasomotor spasm), he thinks would account for most of the symp- 
toms of an epileptic fit, and it is suggested that the recovery from the fits 
finds adequate explanation in the well-known physiological fact — the 
vagus escape of the heart. 

The morbid changes that have been described in the brains of epileptics 
he thinks may be secondary to the repeated attacks of transient cerebral 
anemia which must follow cardiac arrest, and to the extreme congestion 
of the brain that the convulsive movements give rise to. Even if cardiac 
arrest can be proved to have no etiological influence in the mechanism 
of an attack, Russell thinks it is worthy of study and is a symptom of 
great clinical importance, but it would be singular if a condition which 
in itself is competent to produce an epileptic fit were merely a side issue 
in the course of an attack. The demonstration of nerve fibers in the 
cerebral vessels and other evidence of vasomotor activity in the brain 
are not to be ignored. The cerebral complications which occasionally 
occur in Raynaud's disease are explicable on the ground that vaso- 
constriction occurs in the cerebral vessels similar to that in the 
extremities. 

Psychasthenic Convulsions. In view of the attempt by some 
writers to unify epileptic and hysterical convulsions it is interesting to 
observe an opposite effort, viz., to break up the epileptic symptom- 
complex into groups. OppenheimV paper is strikingly original. He 

1 Lancet, July 21, 1906, p. 152. 

2 Journal fur Psychologie und Neurologie, vol. vi, p. 247. 
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describes attacks of unconsciousness with biting of the tongue, voidance 
of urine and feces, and even convulsions, as neurasthenic or psychas- 
thenic, and not epileptic. There will doubtless be much confusion 
because of this paper. The patient comes of neurotic stock and shows 
neurotic peculiarities even in childhood, such as tics, attacks of anxiety, 
phobias, imperative ideas, or vasomotor disturbances. After some 
provoking cause, as excitement, mental or physical overwork, alcoholic 
excesses or unaccustomed use of alcohol, or sleeplessness, the attack 
occurs and may have entirely, as Oppenheim admits, the character of 
epilepsy or may resemble it very closely. Sometimes it is merely sudden 
unconsciousness with rigidity of the pupils. As a rule there is but one 
attack or the attacks at least are few. Treatment of the general neurotic 
condition may cause the attacks to cease. Usually every hysterical stigma 
is absent, and, therefore, hysteria may be excluded; but how are these 
attacks to be distinguished from epilepsy? 

The patients are not epileptic; they have not had epileptic attacks since 
childhood, or early youth; they are all neurasthenic or psychasthenic; 
they have all had previously attacks of anxiety, phobias, tics, or vaso- 
motor disturbances. The epileptiform attacks always have a cause; they 
are merely an episode in the course of the disorder, and the individual 
may have but one or two attacks in his life. The attack may resemble 
closely the epileptic, but variations are common, as convulsions may be 
absent even though unconsciousness may be deep, or twitchings may be 
slight and confined to certain muscles, or the convulsions may persist 
longer than the unconsciousness. Repetition of these attacks cause no 
impairment of intelligence or memory. Bromide is not of great value in 
treatment. 

These psychasthenic attacks are certainly worthy of careful study. 
It will be very gratifying to physicians to be able to exclude from epilepsy 
a large group of convulsions of milder type, and to assure the patient 
that he has not the dreaded disease epilepsy. Mistakes will probably be 
numerous. 

I 1 have reported two cases belonging to the group described by 
Oppenheim. 

Operation in Epilepsy. Rinne 2 reports a case of epilepsy in which 
he determined, by electricity, the cortical centres for the implicated 
limbs and excised this area. Improvement had continued twelve years. 
He believed that the permanent relief of pressure afforded by the loosely 
adjusted flap assisted in obtaining the good results. Krause, in the dis- 
cussion following the presentation of this case, advised against operating 
in epilepsy except in the Jacksonian form, and was skeptical concerning 
the beneficial effect of relief of pressure in such cases. 

1 Journal of Abnormal Psychology, February, 1907, vol. i, No. 6. 

2 Berliner klin. Wochenschrift, June 11, 1906, p. 803. 
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Narcolepsy. Various forms of sleep have been described under the 
name of narcolepsy. Friedmann 1 speaks of "absences," which should 
not be confused with epilepsy, even though they may occur at night or 
in the early morning and may have a kind of aura. These are attacks 
of narcolepsy in the sense of G^lineau and Westphal. In these attacks, 
in contrast to the petit mal, consciousness is preserved or only slightly 
affected; the attack occurs often under certain definite conditions, as 
during eating, while at work, after excitement, etc. The fixed position and 
impaired innervation of the limbs may occur in either condition, but in 
these narcoleptic attacks, as Friedmann understands the term, the mental 
inhibition lasts usually only one-fourth, one-sixth, to one-half minute, 
seldom two to three minutes, and the patient knows afterward what has 
happened during his attack. The patient is usually youthful and may 
be a child. While the attack is not to be regarded as epileptic, Fried- 
mann acknowledges that occasionally narcolepsy may develop into 
epilepsy. He has observed 15 cases of narcolepsy, 11 in adults and 4 
in children, which make 24 cases with those he has collected from the 
literature. The attacks are often very frequent, and, as they are usually 
mistakenly regarded as epileptic, cause much anxiety. The eyes are 
turned upward, the body is flaccid and motionless, although at times 
automatic movement occurs and is a continuation of the movement 
taking place at the time the attack began; the awakening is without any 
impairment of function; the aura is often the sensation that the attack is 
about to occur. It is uncertain whether the patient is awakened by the 
attack when it occurs at night, or whether the awakening comes before 
the attack. The condition has frequently lasted many years; in other 
cases improvement or recovery has occurred. Treatment has not been 
very satisfactory. In many instances nervous diseases have occurred 
in the family of the patient. The attack consists essentially of arrest of 
mental processes and of voluntary motion without convulsions. It may 
be primary and independent, or secondary and symptomatic as of hystero- 
neurasthenia; or only the mental processes may be momentarily arrested 
without impairment of voluntary motion. The important point to bear 
in mind is that these attacks of narcolepsy are not epilepsy. 

Hysteria. Loss of the tendon reflexes as a result of hysteria is rare; 
indeed, Binswanger in his monograph on hysteria says it does not occur, 
although he gives the references to a few reported cases. This sign 
suggests a complicating organic disease. Wigand 2 thinks the dictum of 
Binswanger is unjustified by facts as shown by a few reported cases, and 
records the clinical notes of another case from the service of Nonne. 
Although these few cases make a loss of the tendon reflexes in hysteria 
possible, they more firmly convince us that one should first of all think 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxx, Nrs. 5 und 6, p. 462. 

2 Neurologisches Zentralblatt, April 2, 1907, p. 293. 
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of organic disease complicating hysteria when the tendon reflexes are 
lost. 

Hysterical Torticollis. Some forms of torticollis are probably 
hysterical. When the spasm can be controlled by suggestion or by 
manipulation, as by pressing upon a nerve, we can hardly believe that 
organic change has occurred. But to assume, as does Kollarits, 1 that 
every spastic torticollis, tonic or clonic, is a mental torticollis and a sign 
of hysteria, and that it may exist without other sign of hysteria as mono- 
symptomatic hysteria, and that every case should be treated by sugges- 
tion, and no case by surgical intervention, is, to say the least, taking much 
for granted. I have seen spastic torticollis in two cases greatly benefited 
by Keen's operation on the upper cervical nerves after resection of the 
spinal accessory had failed to stop the spasms, and I am by no means 
willing to accept the statement that every case of spastic torticollis is to 
be regarded as hysterical. 

Hysterical Fever. It is difficult to establish the existence of hys- 
terical fever, as the causes of fever are so numerous, and many may 
escape detection. From time to time papers appear in which the attempt 
is made to demonstrate the existence of fever purely hysterical in origin. 
Among these is one recently published by v. Voss. 2 He acknowledges 
that there is no sign pathognomonic of this condition, but that the diag- 
nosis should be made when every organic disease capable of causing 
fever can be excluded. The fever occurs only in severe cases of hysteria, 
and often in association with convulsions, but it is not the result of the 
muscular activity. 

Strumpell, 3 like many others, is skeptical, and says that to demonstrate 
the existence of hysterical fever it should be shown by the thermometer 
placed in the rectum that the bodily temperature is raised, and the exami- 
nation should be made under the observation of the physician. He refers 
to the ways in which errors may occur, and to some cases in his own 
experience when careful examination showed that a rise of temperature 
as indicated by the thermometer, and supposed to be hysterical, was due 
to other causes. 

Tetanoid Chorea. Gowers 4 first described the peculiar condition called 
by him tetanoid chorea in 1888, reporting at that time 2 cases very briefly. 
Ormerod reported a similar case in 1890, and this and Gowers' 2 cases are 
all that are known in the literature. Having waited in vain for other facts 
that might give a better understanding of this peculiar condition, Gowers 
now reports his 2 cases in detail. In the first case the symptoms began 
in apparent health, and consisted in changing spasm of a tetanoid char- 
acter, ultimately becoming fixed in the extremities, attended with variable 

1 Deutsche Zeitschrift fur Nervenheilkunde, vol. xxix, Nrs. 5 und 6, p. 413. 

2 Ibid., vol. xxx, Nrs. 3 und 4, p. 167. 

3 Ibid., p. 281. 

4 Review of Neurology and Psychiatry, 1906, p. 249. 
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pyrexia and emaciation. It was steadily progressive in course and ended 
in death in six months. A careful examination failed to disclose any 
organic disease in the nerve centres. Not the least remarkable feature, 
says Gowers, is the occurrence of analogous affections in other members 
of the family, and their association in some, with cirrhosis of the liver. 
The condition seems to be one of tonic spasm varying in intensity from 
time to time, affecting most of the muscles, resembling somewhat athe- 
tosis, but apparently very slightly chorea. For example, in the first case 
at times the leg was extended at the hip and knee by spasm which came 
on gradually and slowly passed away, while at the hips the fcpasm occa- 
sionally changed to flexion and the leg, still extended, became flexed on 
the trunk at an angle of about 60 degrees. The form of spasms reminds 
me of the condition observed in postapoplectic hemihypertonia, although 
in other respects the two disorders differ greatly. It is difficult to make 
out to what extent choreiform movements are present in this extraordinary 
condition. 

Neurotic Muscular Atrophy. If we hold to a type in which atrophy 
is strictly confined to the distal parts of the limbs we may be able 
to recognize the neurotic muscular atrophy as a distinct form with 
a distinct pathology. The cases of this kind with necropsy are very 
rare and are those of Marinesco, Sainton, and Dejerine and Armand- 
Delille. The lesions seem to be sclerosis of the columns of Burdach 
and Goll, atrophy of the cells of the anterior horns, and alterations of the 
peripheral nerves of varying intensity, sometimes slight. The literature 
contains many cases reported as belonging to neurotic muscular atrophy 
in which some atypical features were present. I 1 have given references 
to a number of cases of this kind without attempting to make the list 
complete. Oppenheim and Cassirer were probably the first to show that 
the diagnosis of neurotic atrophy was not so easy to make as had been 
believed. The cases recorded by them, by Gowers, Dejerine and Thomas, 
and Campbell show that the distinction between muscular dystrophy 
and the neurotic muscular atrophy may be very difficult at times. To 
these I have added another case with necropsy and microscopic exami- 
nation of the tissues. It was supposed to be an example of the neurotic 
atrophy because the weakness and atrophy began in the distal ends of 
the lower limbs and later the distal ends of the upper limbs became 
involved. The diagnosis of this case seemed to me doubtful, as the 
proximal portions of the limbs became much wasted, and, therefore, I 
never felt satisfied that the case was of the type of neurotic muscular 
atrophy. The examination revealed intense muscular wasting with 
integrity of the central and peripheral nervous systems. It was, 
therefore, a case of muscular dystrophy of very uncommon form, inas- 
much as the peripheral ends of the limbs were first affected. 

1 Journal of Nervous and Mental Disease, January, 1907, p. 14. 
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Church 1 has observed this peculiar form of atrophy where it had 
appeared in five successive generations, possibly in six, and there was 
an unverifiable statement that it was present in three anterior generations 
in succession, making nine generations in all. So far as could be deter- 
mined no female in the family had been affected, but optic atrophy is 
said to have occurred in two maternal aunts and weakness of the ankles 
in the sister of the patient studied by Church. 

Meniere's Disease. Raymond and Baur 2 have observed a case of 
M&iifere's disease from meningitis at the base of the brain, which caused 
symptoms only from the acoustic nerve, although other cranial nerves 
were implicated. Interesting in this observation is the occurrence of 
the M^nifere symptom-complex from an intracranial lesion of the acoustic 
nerve. 

Intermittent Lameness. Erb 3 also has observed a case in which inter- 
mittent lameness — or dysbasia angiosclerotica as he calls it — was not 
confined to the lower limbs. His patient had shown the disorder in his 
left lower limb about three and a half years before the left upper limb 
became affected, much as in Determann's case, although in less intensity. 

He 4 reports still another case of angiosclerotic disturbance of motion 
in the upper limb. The patient, a woman, aged fifty-seven years, noticed 
that after slight use of the right upper limb, as in kitting, the hand 
became bluish and paralyzed, and she was obliged to rest the limb about 
half an hour. The disturbance became more pronounced after raising 
a weight, and the right radial pulse became very weak. The left upper 
limb did not appear to be affected. Similar disturbances in the lower 
limbs have often been observed, but the upper limbs usually escape. 

Spinal Intermittent Lameness. Dejerine 5 has observed cases of 
intermittent paralysis of spinal origin. The muscular force is intact when 
the patient is reclining. After walking a certain distance one or both of 
the lower limbs become heavy and more and more difficult to move, and 
finally walking becomes impossible. The symptoms disappear after a few 
minutes' rest. The tendon reflexes of the lower limbs are exaggerated 
when the patient is at rest, but become still more exaggerated after 
walking, at which time Babinski's sign may appear. Sensation is 
normal, but there are imperative micturition and disturbances of the 
sexual function (anaphrodisia, hyperexcitability with rapid ejaculations). 
The subjective disturbances of sensation are not intense pain, but more 
or less painful sensations of constriction, of cramps, of tingling, of warmth 
or cold. The intensity of these sensations increases as the paralysis 

1 Journal of Nervous and Mental Disease, July, 1906, p. 447. 

2 Revue neurologique, June 30, 1906, p. 584. 

3 Deutsche Zeitschrift fiir Nervenheilkunde, vol. xxix, Nrs. 5 und 6, p. 465. 

4 Ibid., vol. xxx, Nrs. 3 und 4, p. 201. 

8 Revue neurologique, April 30, 1906, p. 341 
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develops. It is important to distinguish the spinal intermittent lameness 
from the peripheral form resulting from arteritis. In the former the 
pulses in the lower limbs are always normal and vasomotor disturbances 
(cyanosis, coldness of the skin) do not occur; and this cannot be said of 
the peripheral type; again, in the former the patellar and Achilles reflexes 
are exaggerated, especially during the period of paralysis, when Babinski's 
sign may appear; imperative micturition and disturbances of the sexual 
functions are always present. The spinal form is very likely to terminate 
in spastic paraplegia unless treatment is begun early with large doses of 
mercury, as syphilis is the most common cause. The symptoms are 
produced by an insufficient vascular supply to the thoracic and lumbar 
regions. 

Paralysis Agitans. Camp 1 has examined more cases of paralysis 
agitans with necropsy than any one else; 14 cases have been at his 
disposal. In his recent paper he refers to the studies of this disease 
reported in the literature; he gives the results of his own investigations, 
and discusses the theories of the nervous origin of the disease, and the 
changes in the muscles. He believes that paralysis agitans is not a 
neurosis nor is it senility. The anatomical basis of the symptoms (mus- 
cular rigidity, tremor, and the symptoms dependent on them) lies in the 
affection of the muscles. The disease itself is probably a general toxemia, 
and there is suggestive evidence that it is due to alteration in the secretion 
of the parathyroid glands. The most constant lesion in his cases was a 
fibrosis of the capillary bloodvessels of the spinal cord, which by render- 
ing them more prominent, caused an apparent increase in their number. 
The next most frequent finding was a diffuse overgrowth of the glia 
in the spinal cord, not confined to any system of fibers. Camp observed 
changes in the muscle fibers, such as alteration of their shape and 
increase in the number of their nuclei, and he attributes many of the 
symptoms of the disease to these muscular alterations. 

Sensation in the Abdominal Viscera. The sensitiveness of the abdominal 
viscera has been a matter of dispute. Pain as a result of disease of these 
structures is observed by every practising physician, but the operations 
of surgeons seem to show that pain is present only in the parietal perito- 
neum. Kast and Meltzer 2 have given some study to this subject, and 
they conclude that the views of surgeons cannot be set aside lightly, viz., 
that the abdominal viscera have no sensation. On the other hand, 
experiments on animals have shown that pain may be produced in the 
viscera and that it is increased by inflammation. Subcutaneous or intra« 
muscular injections of small doses of cocaine may remove this sensibility; 
therefore, these authors think that the anesthesia observed by surgeons 
in their operations on the abdomen is caused by the cocaine employed. 

1 Journal of the American Medical Association, April 13, 1907, p. 1230. 
7 Berliner klin. Wochenschrift, May 13, 1907, p. 600. 
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Migraine. Thomas 1 discusses the interesting and important question 
as to whether attacks of migraine in the absence of disease of the vessel 
walls is capable of producing permanent changes in the nervous struc- 
tures. He refers to a number of instances in which organic disease came 
on during an attack of migraine, and reports three cases in which perma- 
nent hemianopsia developed. He believes that the cases of permanent 
hemianopsia, cerebral paralysis, and aphasia reported by various writers 
show conclusively that such accidents occurring during an attack of 
migraine are not exceedingly rare, and at least indicate that migraine 
may be the exciting cause of a cerebral thrombosis or possibly a hemor- 
rhage; but in most cases there is strong ground for believing that the cere- 
bral lesion is caused by arterial disease, the migraine being at the most 
only an exciting cause, and in some cases the headache is probably 
symptomatic only, while in other cases the presence of migraine at all, 
even as an independent disease, is very doubtful. Of Thomas' 
three cases the first seemed, from the history, the absence of heredity, and 
the nature of the attack itself, to have been caused by arterial disease, and 
it is probable that the migraine attack was no more than an exciting cause 
for the vascular lesion, and possibly was only a symptomatic migraine. 
The second and third cases seemed to be instances in which cerebral 
softening could be ascribed to an attack of migraine. In neither case 
was there any evidence of kidney, heart, or arterial disease or syphilis. 
Thomas therefore concludes that attacks of migraine may produce an 
area of softening in the brain, which is shown by permanent paralysis, 
aphasia or hemianopsia, and that in most instances this is caused by the 
attack favoring a vascular lesion in persons who have already disease of 
the walls of the bloodvessels, but that in certain cases the vascular lesion 
may occur in young persons whose bloodvessels are in a normal condition. 
I may state that recently I have examined three cases in which persistent 
hemianopsia developed insidiously without migraine, and the patients 
were young adults. 

1 Journal of Nervous and Mental Disease, March, 1907. 
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structural changes in, in infectious 
diseases, 86 
Arteriosclerosis, 84 
artificial, 84 

in infectious diseases, 86 
lesions of, 86 
Artery, posterior inferior cerebellar, 

occlusion of, 251 
Arthritism and pulmonary tuberculosis, 

24 

Ascardius acephalus, 237 
Ascending paralysis, unilateral, 264 
Asphyxiated children, treatment of, 

237 
Asthma, 48 

and hay fever, 49 
atropine for, 50 
blood in, 49 

diphtheria antitoxin for, 50 
hot-air treatment of, 48 
irrigation of antrum for, 50 
mechanism of, 49 
or cardiosclerosis, 49 
potassium chlorate for, 50 
respiratory treatment of, 50 
treatment of, 49 
Atheroma, juvenile, in myxedema, 85 
Athetosis, 254 

Atmokausis and pregnancy, 167 
Atropine for asthma, 50 
Auriculo ventricular node of Keith, 75 
Autoserum therapy in pleurisy, 41 
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Bacillus coli and paresis, 260 

paralyticans, 261 
Barium chloride for heart disease, 77 
Bier's hyperemia, 33, 51 
Birth at mil term, criteria of, 235 

palsy, brachial, 235 
Blood in asthma, 49 
in pregnancy, 137 
in tuberculosis, 27 
pressure, 88 

and amyl nitrite, 91 

and cardiac failure, 89 

control of, 90 

hypertension and hypotension, 

in Addison's disease, 90 
in pregnancy, 180 
in puerperal period, 180 
in the aged, 90 
relation of high diaphragm to, 36 
vessels during shock, 81 
Bone formation in heart, 66 
Bossi's dilator, 218 
Bovine tuberculosis, 17 
Brachial birth palsy, 235 
Bradycardia, syphilitic, 76 
treatment of, 77 

with obstruction of vena cava infe- 
rior, 76 
Brain, carcinoma of, 242 
diseases of, 239 
endothelioma of, 242 
, tumor, 239 

disappearance of symptoms of, 

239 
exophthalmos with, 245 
Jacksonian epilepsy in, 244 
localizing signs of, 240 
menstrual disturbance in, 

240 
recovery from, after operation, 
239 
' ~ rigidity of pupils in, 245 

simulating tabes, 247 
subcortical, 246 
Breathing, Cheyne-Stokes, 45 
intra-uterine, 236 
sternomastoid, 45 
Breech presentation, prognosis of, 182 
Bronchial affections, 43, 48 
catarrh, 48 

quillaia bark for, 48 
fistula, hepatic, 43 
glands in children, 27 
tree under x-rays, 43 
Bronchiectasis, 51 

Colin CampbelFs chair for, 51 
intratracheal injections for, 51 
Bronchitis, 44, 48, 49 
fibrinous, 44 
hot-air treatment of, 48 
Bronchoscopy in pulmonary disease, 

43 
Broncho-esophageal fistula, 88 
Brow presentation with posterior rota- 
tion of chin, 192 



Cadaveric rigidity of fetus, 184 
Calcium chloride as a heart tonic in 
pneumonia, 77 
in tuberculosis, 32 
Calmette's theory of tuberculosis, 21 
C ncer. See Carcinoma. 
Carbonic acid gas in blood of children, 

234 
Carcinoma 'complicating pregnancy, 228 
of brain, 242 
of skin, 94 

arsenic trioxide for, 98 
caustic potash for, 96 
methylene blue for, 96 
trypsin for, 97 
x-rays for, «. 7 
Cardiac arhythmias and heart block, 74 
hypertrophy, 63. See also Heart, 
syphiloma, 76 
therapeutics, 77, 82 
triphony, 58 
Cardiopathies, epigastric spot in, 47 
Cardiosclerosis or asthma, 49 
vascular mechanism, 67 
Cecum, position of, in pregnancy, 160 
Cerebellar artery, posterior inferior, 
occlusion of, 251 
tumor, 247 
Cerebral hemorrhage, 250 

choked disks in, 250 
traumatic, 251 
lesions, bilateral, 251 
Cerebrospinal meningitis, herpes in, 110 
Cervix, lacerated, immediate repair of, 

231 
Cesarean section, 226 

for pregnancy complicated with 

cancer, 228 
for twin pregnancy, 228 
for vesicovaginal fistula, 230 
fourth time in same patient, 228 
in pelvic contraction, 228 
vaginal, 179, 230 
Chancre, excision of, 131 
multiple, 125 
nasal, 127 
successive, 125 
Charcoal-powder experiments in tuber- 
culosis, 20 
Chests of soldiers and setting-up drill, 35 

piece, reversible, 58 
Cheyne-Stokes breathing, 45 
Childhood, tuberculosis in, 22 
Children, asphyxiated, 237 
bronchial glands in, 28 
newborn, 234 

carbonic acid gas in blood of, 

234 
intra-uterine infection of, with 

erysipelas, 235 
sudden death in, 73 
tuberculosis in, 17 
umbilical infection in, 234 
Chin, brow presentation with posterior 

rotation of, 192 
Chlorosis and tuberculosis, 30 
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Choked disks in cerebral hemorrhage, 

250 
Cholecystotomy in pregnancy, 163 
Chorea in pregnancy, 157 

tetanoid, 276 
Circulation and abdomen, relation of, 
91 
relation of high diaphragm to, 36 
Climates, sea-coast, 34 
Conjugate, deviation of eves, 252 
Convulsions, psychasthenic, 273 
Coronary disease and myocarditis, 61 
sclerosis, 85 
vessels, changes in, in infections, 
86 
Cranial nerves, paralysis of, after spinal 

anesthesia, 269 
Cyanosis, congenital, 65 
of microbic- origin, 66 



De Ribes' bag, 217 

Deafness, tabetic, 258 

Death, sudden, and resuscitation, 73 

heart massage in apparent, 80 
in children, 73 
Dechloridation in heart disease, 82 

in nephritis, 82 
Dermatitis vegetans, 98 
Dermatological axioms, 93 
Dermatology, 93 
Diacetic acid a cause of pernicious 

vomiting, 153 
Diaphragm, 35 

high, relation of, to circulation, 36 

normal position of, 36 

paralysis of, 39 
Diaphragmatic pleurisy, 40 

reflex, 47 
Diazo reaction in tuberculosis, 29 
Digitaline, Huchard's method of using, 79 
Digitalis in shock, 82 

in valvular disease, 79 
Dilator, obstetrical, unelastic bag for, 

215 
Diphtheria antitoxin for asthma, 50 

hemiplegia in, 254 

herpes in, 111 
Diuretin in shock, 82 
Dust, household, 26 

infectiousness of, 26 
Dustless cleaning, 26 
Dying state, study of, 45 
Dysmenorrhea in abnormal pelvic con- 
ditions, 181 
Dyspnea, value of posture in, 73 
Dystocia, ventral fixation of uterus a 
cause of, 199 

vesical calculus a cause of, 197 



Eclampsia, 90, 150-156 

a case with two hundred convulsions, 
156 



Eclampsia in a child of twelve, 155 

in multipara, 153 

lumbar puncture for, 154 

parathyroid bodies and, 150 

poison of, 153 

spasmodic hypertension in, 90 

tnyroid glands and, 150 

veratrum viride for, 154 

without convulsions, 155 
Economical conditions and tuberculosis, 

27 
Ectopic and entopic pregnancy, 196 
Eczema of nails, 117 
Edema of lungs in pregnancy, 159 

pulmonary, 44 

suffocative, 44 
Embolism, air, in paracentesis, 42 
Emphysema, 43, 48 

epigastric spot in, 47 

hot-air treatment of, 48 
Empyema, antistreptococcus serum for, 

42 
Encephalitis, 254 

of pons, 255 
Endocarditis, rheumatic, 62 
Endothelioma of brain, 242 

of skin, 101 
Endovascular tubercles and tuberculosis, 

24 
Entopic pregnancy, 196 
Epigastric spot in cardiopathies, 47 

in emphysema, 47 
Epilepsy, 273 

convulsions in, 273 

Jacksonian, in brain tumor, 244 

operation in, 273 
Eructations in heart disease, 92 
Eruptions, feigned, 105 
Erysipelas, intra-uterine infection of new- 
born with, 235 
Exophthalmos with brain tumor, 245 
Extrasystole, varieties of, 75 
Extra-uterine pregnancy, 193. See also 

Ectopic. 
Eyes, conjugate deviation of, 252 



Facial nerve, 270 

palsy, 271 
Faints and fainting, 71 
Febricula metapneumonica, 44 
Feigned eruptions, 105 
Fetal heart beat and sex, 236 

membranes, 163 

Spirocheta pallida in, 163 
syphilitic changes in, 163 
Fetus, 234 

cadaveric rigidity of, 184 
Fistula, hepatic bronchial, 43 
Forceps for extension of head, 187 

high application of, 225 
Formalin for intrapleural injections, 42 
Friedrich's disease, heart in, 53 
Frontal lobe, tumor of, 243 
Functional capacity of heart, 59 

efficiency of arteries, 84 
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Gasserian ganglion, tumor of, 246 

Gaudanin, 232 

Gelatin for aneurysm, 88 

for melena neonatorum, 236 
Goitre heart, 62 
Gonococcus peritonitis in puerperal 

period, 233 
Gonorrhea, effect of, on mother and child, 

234 
Graves' disease in pregnancy, 152 
Grocco's sign, 46 



Hair in disease, 107 
Hay fever and asthma, 49 

Bier's passive congestion for, 51 

climatic treatment of, 50 

filtration of air for, 51 
Head, extension of, in labor, 184 

forceps for, 187 
Heart, 55 

absence of hypertrophy of, with 

granular kidney, 63 
acute dilatation of, 64 

failure of, 64 
and orthopercussion, 55 
anomalies of, 67 
block, 74 

and cardiac arhythmias, 74 

diagnosis of, 74 

due to emotion, 77 

due to syphilis, 76 

mechanism of, 75. See also 
Adams-Stokes disease. 

treatment of, 77 

varieties of, 76 
bone formation in, 66 
constitutional weakness of, 62 
disease and pulmonary hypertrophic 
osteo-arthropathy, 66 

barium chloride for, 77 

dechloridation in, 82 

digitaline for, 79 

digitalis for, 79 

eructations in, 92 

strophanthin in, 80 
disturbed conduction in, 68 
dorsal auscultation of, 58 
dulness in health, 57 

in mediastinal lipomatosis, 57 
effects of mountaineering on, 64 

of touring on, 64 
estimation of strength of, 60 
failure and blood pressure, 89 
fetal, relation of, to sex, 236 
first sound of, 58 
functional capacity of, 59 
goitre, 62 
hypertrophy of, 63 
in Friedrich's disease, 63 
in left lateral decubitus, 57 
massage in cases of apparent death, 

80 
neuroses of, 71 



Heart neuroses, boundaries of, 71 
treatment of, 71 

normal boundaries of, 57 

percussion of, 55 

physical overstraining of, 63 
signs of, 55 

reaction of, to pressure, 60. See 
also Cardiac. 

size and situation of normal, 56 

sounds, 56 

spanemic, 62 

suctional action of, 67 

sugar-frosted, 54 

testing, 59 

tonics, 77 

in pneumonia, 77 

valvular disease of, 61, 82 

wall, affections of, 61 
Hematomas, nodular valve, 66 
Hemiatrophy of tongue, 253 
Hemiplegia, 253 

contractures in, 253 

hemiatrophy of tongue in, 253 

in diphtheria, 254 
Hemoptysis, amy! nitrite for, 31 

unusual forms of, 31 
Hemorrhage, cerebral, 250 

choked disks in, 250 
traumatic, 251 

effect of, on pregnancy, 166 

postpartum, 232 
Hepatic bronchial fistula, 43 
Herpes, 109, 270 

diagnostic and prognostic value of, 
109 

in cerebrospinal meningitis, 110 

in diphtheria, 111 

in influenza, 111 

in malaria, 111 

in pneumonia, 110 

in relapsing fever, 111 

in scarlet fever, 111 

in smallpox, 111 

in typhoid fever, 111 
HucharcTs method of using digitaline, 

79 
Human tuberculosis, 17 
Hyalofibroma in pulmonary artery, 66 
Hyperemia, Bier's, for lungs, 33 
Hypertension of arteries, 92 

spasmodic, a cause of eclampsia, 90 

transient, 85 
Hypotension of arteries, 92 
Hysteria, 275 
Hysterical fever, 276 

torticollis, 276 



Ichthyosis, 112 

Icterus during pregnancy, 161 

Idiocy, amaurotic family, 255 

Induced labor, 211 

Bossi's dilator for, 218 
De Ribes' bag for, 217 
for disproportion, 213 
high forceps for, 225 



INDEX 



285 



Induced labor in hospitals and private 
houses, 214 
Calmette's theory of, 21 
pubiotomy for, 219, 220 
symphysiotomy for, 219, 224 
unelastic bag for, 215 
vaginal Cesarean section for, 
218, 224 
Infancy, tuberculosis in, 22 
Infectious diseases, changes in, arteries 

in, 86 
Influenza, herpes in, 111 
Influenzal pleurisy, 40 
Insanity in labor, 200 

in puerperal period, 200 
Intellectual functions, localization of, 244 
Intermittent lameness, 278 

spinal, 278 
Intestinal origin of tuberculosis, 20 
Intraligamentary pregnancy, 196 
Intrapleural injections, 42 
Intrathoracic disease, trachea in, 43 
Intra-uterine breathing, 236 
infection, 235 



Jacksonian epilepsy in brain tumor, 244 
Jaundice during pregnancy, 161 



Keloid, 113 

Kidney, functiori of, in pregnancy, 137 

granular, absence of cardiac hyper- 
trophy in, 63 

pregnancy after loss of one, 170 
Kronig's sign in tuberculosis, 27 



Labor, 180 

and separation of placenta, 166 

cadaveric rigidity of fetus in, 184 

cause of, 189 

delay in, 182 

extension of head in, 184 

in cases of contracted pelves, 211,216 

induced, 211 

Bossi's dilator for, 218 
De Ribes' bag for, 217 
for disproportion, 213 
high forcep for, 225 
in hospitals and private houses, 
214 
t pubiotomy in, 21.9, 220 

symphysiotomy in, 219, 224 
unelastic bag in, 215 
vaginal Cesarean section for, 
218, 224 
insanity in, 200 
management of, in contracted pelves, 

211,216 
obstructed by osteosarcoma of pelvis, 
191 



Labor, pelvic floor during, 189 
perineum during, 189 
premature, and forcible births, 211 
prognosis of, 181 
prevention of difficult, 192 
scopolamine-morphine analgesia in, 
188 

Lameness, intermittent, 278 

Lead, ocular palsies from, 256 

Lichen planus of mouth, 115 

Lipoma of pericardium, 54 

Lipomata, multiple, 268 
of mediastinum, 57 

Liauor amnii, offensive, 235 

LithopedioEf, 236 

Liver, acute yellow atrophy of, 145 
adherent pericardium and, 54 
puncture of, in paracentesis, 42 

Localization of intellectual function, 244 

Localizing signs of brain tumor, 240 

Locomotor ataxia. See Tabes. 

Lumbar puncture for eclampsia, 154 

Lung, artificial hyperemia of, 33 

Lungs, edema of, in pregnancy, 159 

Lymphatic glands, pulmonary affection 
of, 22 
virulence of bacilli in, 23 



Malaria, herpes in, 111 
Marmorek's serum, 32 
Marriage and syphilis, 122 
Massage of abdomen, 83 

of thorax, 73 
Mastitis, puerperal, 232 
Mediastinal lipomatosis, heart dulness 

in, 57 
Melena neonatorum, 236 
Meniere's disease, 278 
Meningitis, 268 

herpes in, 110 

serosa spinalis, 269 

tuberculous, 268 
Menstrual disturbances from brain tumor, 

240 
Mensuration of child in uterus, 237 
Mercurial ointment a preventive against 

syphilis, 130 
Metabolism in pregnancy, 135 
Metastasis, thyroid, 267 
Microorganism of syphilis, 122 
Migraine, 280 
Mitral disease, 82 

incompetence, 80 

narrowing, spasmodic, 59 

pseudostenosis, 65 

regurgitation, 80 

stenosis, 80 

functional, 65 
Morbus caeruleus, 65 

Mountain climbing, effect of, on heart, 64 
Mouth, lichen planus of, 115 
Multiple sclerosis, 262 
acute, 262 

complicating pregnancy, 167 
pain in, 263 
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Mumps, pleurisy in, 40 

Muscle re-education in sanatoria, 35 

Muscular atrophy, neurotic, 277 

coat of arteries, 83 

hypertrophy of, 84 

hypertrophy from neuritis, 272 
Myelitis, 263 
Myocardial affections, pathology of, 

61 
Myocarditis and coronary disease, 61 
Myocardium, tubercle in^ 66 
Myxedema, juvenile atheroma in, 85 



Nails, diseases of, 117 
eczema of, 117 
in general diseases, 118 
pemphigus of, 118 
psoriasis of, 117 
syphilis of, 117 
Narcolepsy, 275 

Narcotics, influence of, on uterine con- 
tractions, 188 
Nasal chancre, 127 

respiration, impaired and pulmonary 
tuberculosis, 25 
Nephritis, 82 
Nerve, facial, 270 
Nerves, diseases of, 270 
of arteries, 83 

optic, medullated- fibers in, 258 
Nervous system, diseases of, 239 
Neurasthenia, 259 
Neuritis, interstitial hypertrophic, 272 

muscular hypertrophy from, 272 
Neuroses of heart, 71 
Neurotic muscular atrophy, 277 
Neutrophils in puerperal period, 233 
Newborn children, 234 

carbonic acid gas in blood of, 

234 
intra-uterine infection with ery- 
sipelas in, 235 
umbilical infection of, 234 
Nicotine, ocular palsies due to, 256 
Nodular valve hematomas, 66 



Obstetrical dilator, unelastic bag for, 
215 
surgery, 211 
Obstetrics, 133 

Occipitoposterior rotation, 202 
Ocular palsies from lead, 256 

from nicotine, 256 
Open-air couch for invalids, 35 
Operations, effect of, on pregnancy, 

166' 
Opsonic index in tuberculosis, 28, 32 
Optic nerves, medullated fibers in, 

258 
Orthopercussion, 55 ' ' 
Osteosarcoma of pelvis, 191 
Ovary, changes in, in pregnancy, 167 



Palsy, facial, 271 
Paracentesis, pleural, 42 

air embolism after, 42 
death after, 43 
puncture of liver in, 42 
risks of, 42 
Paralysis agitans, 279 
of diaphragm, 39 
spastic spinal, 263 

bulbar symptoms in, 263 
syphilitic spinal, 264 
unilateral ascending, 264 
, Paresis, 260 

I and Bacillus coli, 260 
I in youth, 261 

paretic symptoms without, 261 
! Parasternal dulness in pleurisy, 47 
1 in pneumonia, 47 

Parathyroid bodies and eclampsia, 150 
■ Paratuberculosis, 25 
Paravertebral triangle of dulness, 46 
Pelves, contracted, Cesarean section for, 
228 
management of labor in, 211, 
216 
Pelvic floor, prevention of injury to, 189 
Pelvis, osteosarcoma of, 191 
Pemphigus of nails, 118 
Percussion, dorsal, 46 
of heart, 55 
of spine, 46 
rubber tube, 46 
sounds, study of, 45 
Perforate septum ventriculorum, 65 
Pericardial adhesions, 52, 54, 69, 70 
effusion, 51 

physical signs of, 51 
Pericarditis, 52 

adherent, 54, 69, 70 
liver in, 54 

pulsus paradoxus in, 70 
Pericardium, 51 

lipoma of, 54 
Perineum, prevention of injury to, 189 
Peritonitis gonococcus in puerperal 

period, 233 
Pernicious vomiting due to acetone and 

diacetic acid, 154 
Pessaries, occlusive, 175-179 
Phthisis. See Tuberculosis. 
Physical signs, 45, 51 
Physiology of reproduction, 134 
Placenta, 163 

previa, 168-170, 213, 217 
separation of, 166 
Spirochete pallida in, 163 
syphilitic changes in, 163 
Pleura, 39 

and infections, 40 
Pleural effusion, 39 

autoserum therapy in, 41 
diagnosis of, 39 
Grocco's sign in, 39 
paracentesis of, 42 

air embolism after, 42 
death after, 43 



INDEX 



287 



Pleural effusion, paracentesis of, punc 
ture of liver in, 42 
risks of, 42 
parasternal dulness in, 47 
Pleurisy, adhesive plaster for, 40 

diaphragmatic, 40 

shoulder pain in, 40 

in mumps, 40 

influenzal, 40 

Robin's treatment of, 41 

treatment of, 40 
Pneumatic cabinet, 35 
Pneumonia, calcium chloride for, 77 

herpes in, 110 

parasternal dulness in, 47 
Pneumothorax, artificial, 34 
Poison of eclampsia, 153 
Poliomyelitis, 263 
Pons, encephalitis of, 255 
Pontile tumor, 247 
Postpartum hemorrhage, 232 
Pregnancy, 133 

acute yellow atrophy of liver in, 145 

after loss of one kidney, 170 

and atmokausis, 167 

and separation of placenta, 166 

appendix, position of, in, 160 

blood in, 135 

pressure in, 180 

cecum, position of, in, 160 

cholecystotomy in, 163 

chorea during, 157 

complicated by cancer, 228 

congenital closure of orifice of uterus 
in, 171 

diagnosis of, 133 

dislocation of spleen in, 172 

early, 133 

ectopic, 196 

edema of lungs in, 159 

effect of hemorrhage on, 166 
of operations on, 166 

entopic, 196 

extra-uterine, 193 

fetal death, 195 

Graves' disease in, 152 

icterus during, 161 

interruption of, on medical grounds, 
160 

intraligamentary, 196 

jaundice during, 161 

kidneys in, 137 

metabolism in, 135 

multiple sclerosis and, 167 

ovary in, changes in, 167 

pyelitis in, 138 

pyelonephritis in, 138 

toxemia of, 139-150 

tubal, 196 

twin, Cesarean section for, 228 
one amnion in, 235 

urine in, 137 
Pregnant uterus, incarcerated, 179 

rupture of, 205-208 
Presclerosis, 85 
Presentation, breech, 182 

brow, with posterior rotation of 
chin, 192 



Presentation, occipitoposterior, 202 
shoulder, 190 
transverse, 189 
Pretuberculosis, 25 
Prophylaxis in syphilis, 129 
Psoriasis of nails, 117 
Psychasthenic convulsions, 273 
Pubiotomy, 219, 220 
Puerperal mastitis, prevention of, 232 
period, 231 

blood pressure in, 180 
gonococcus peritonitis in, 233 
insanity in, 200 
neutrophiles in, 233 
streptococci in, 233 
sweat resembling milk from 

axillary glands in, 233 
temperature in, 231 
sepsis, disinfection of uterus for, 231 
streptococcic serum for, 232 
Pulmonary affections, 43, 48 
artery, hyalofibroma in, 66 
cavities, 28 

diseases, bronchoscopy in, 43 
edema, 44 

suffocative, 44 
hypertrophic osteoarthropathy, 66 
hypertrophy, 43 
infection, glandular route of, 23 
lymphatic glands, 22 
tuberculosis. See Tuberculosis, 
veins, anomalous, 67 
Pulse, arhythmias, 67 

mechanism, 67 
Pulsus alternans, 68, 69 
bigeminus, 68 
bisferiens, 69 
irregularis perpetuus, 68 
paradoxus, 69, 70 
quadrigeminus, 68 
trigeminus, 68 
Pupil, Argyll-Robertson, 259 
Pupils, inequality of, in tuberculosis, 28 

rigidity of, in brain tumor, 245 
Pyelitis in pregnancy, 138 
Pyelonephritis in pregnancy, 138 



Quillaia bark for bronchial catarrh, 48 



Radial artery, sclerotic changes in, 85 
Radio-activity of air in high altitudes, 34 
Rectal sphincter in tabes, 258 
Reflex, abdominal, 257 

diaphragmatic, 47 
Reflexes, 256 

tendon, 257 
Registration of tuberculosis, 27 
Relapsing fever, herpes in, 111 
Reproduction, physiology of, 134 
Respiration, impaired nasal, 25 
Resuscitation and sudden death, 73 
Reversible chest piece, 58 
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Rheumatic aortitis, 87 

endocarditis, 62 
Rhinoscleroma, 118 
Robin's treatment of pleurisy, 41 
Roger's disease, 65 
Rupture of pregnant uterus, 205, 208 



Sanatoria, love in, 34 

muscle reduction in, 35 
Scarlet fever, herpes in, 111 
Sciatica, 272 
Sclerosis, coronary, 85 
Sclerotic changes in radial artery, 85 
Sclerosis multiple, 263 

and pregnancy, 167 
pain in, 263 
Scopolamine-morphine analgesia, 188 
Sea-water for tuberculosis, 33 
Septic infection and abortion, 174, 175 
Serous meningitis, 269 
Serum diagnosis of tuberculosis, 28, 29 
Sex and fetal heart beats, 236 
Shock, 81 

acapnia in, 81 
bloodvessels in, 81 
digitalis for, 82 
diuretin for, 82 
strychnine, failure of, in, 81 
treatment of, 81 
Shoulder presentation, 190 
Sinusauricular node, 75, 
Skin, cancer of, 94 

caustic potash for, 96 
methylene blue for, 96 
trypsin for, 97 
treatment of, 96 
a*-rays for, 97 
diseases of, 93 
endothelioma of, 101 
Smallpox, herpes in, 111 
Soldiers, setting-up drill for, 35 
Spanemic heart, 62 
Spastic spinal paralysis, 263 

bulbar symptoms in, 263 
Sphygmoscope, 74 
Spinal anesthesia, 269 

causing paralysis of cranial 
nerves, 269 
cord, diseases of, 258 
intermittent lameness, 278 
tumors, 266 

surgery of, 268 
Spine, percussion of, 46 
Spirocheta pallida, 31, 87, 122, 163 
in aortitis, 87 
in fetal membranes, 163 
in placenta, 163 
in sputum, 31 
in umbilical cord, 163 

stain for, 125 
refringens, 31 
Spleen, dislocation of, in pregnancy, 72 
Sputum, Spirocheta pallida in, 31 
Stenosis, mitral, 80 

of upper outlet of thorax, 25 



Stenosis of vena cava, 69 
Sternomastoid breathing, 45 
Streptococci in puerperal period, 233 
Streptococcic serum for puerperal sepsis, 

232 
Strophanthin intravenous injections, 80 
Strychnine, failure of, in shock, 81 
Strychnine for tuberculosis, 32 
Subcortical tumor, 246 
Suprarenal extract for Addison's disease, 

Surgery, obstetrical, 211 

of "spinal tumor, 268 
Sweat resembling milk from axillary 

glands, 233 
Symphysiotomy, 219, 224 
Syphilis, 121 

and heart block, 76 

and marriage, 122 

and tabes, 258 

cure of, 121 

mercurial ointment as a preventive, 
130 

microorganisms of, 122 

of nails, 157 

prophylaxis, 129 

Spirocheta pallida in, 122 
Syphilitic bradycardia, 76 

changes in fetal membranes, 163 
in placenta, 163 
in umbilical cord, 163 

spinal paralysis, 264 
Syphiloma, cardiac, 76 
Syringobulbar symptoms, 266 
Syringomyelia, 265 

extending into cerebrum, 265 

pain in, 266 

variations of sensory disturbances, 
265 
Systoles, extra-, 68 

varieties of, 75 



Tabes, 258 

deafness in, 258 

rectal sphincter in, 258 

syphilis a cause of, 258 

tumor causing symptoms of, 247 
Telecardiography, 58 
Temperature in hysteria, 276 

m puerperal fever, 231 
Tetanoid chorea, 276 
Therapeutics, cardiac, 77, 82 
Thigh pressure in transverse presenta- 
tion, 189 
Thoracic duct and tuberculosis, 24 
Thorax, 35 

exercise and massage of, 73 
Thymus, 74 
Thyroid gland in eclampsia, 150 

metastasis, 267 
Tongue, hemiatrophy of, 253 
Torticollis, hysterical, 276 
Toxemia of pregnancy, 139-150 
Trachea in intrathoracic disease, 43 
Tracheolaryngeal pulsation, 71 
Tracheotomy, 48 
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Tracheotomy for whooping-cough, 48 
Transverse presentation, thigh pressure 

for, 189 
Traumatic cerebral hemorrhage, 251 
Treatment of aneurysm, 78 

of asphyxiated children, 237 

of asthma, 48, 49 

of brachial birth palsy, 235 

of bradycardia, 77 

of bronchial affections, 48 

of bronchitis, 48, 49 

of cardiac neuroses, 71 

of chorea in pregnancy, 157 

of eclampsia, 154 

of edema, 44 

of emphysema, 48 

of extension of head, 187 

of extra-uterine pregnancy, 195 

of heart disease, 82 

failure, 64 
of hemiplegic contractures, 253 
of ichthyosis, 112 
of keloid, 113 

of labor in contracted pelves, 216 
of lichen planus, 1 16 
of melena neonatorum, 236 
of mitral disease, 82 
of placenta previa, 170, 217 
of pleurisy, 40 
of puerperal, sepsis, 231, 252 
of pulmonary affections, 48 
of rhinoscleroma, 118 
of rupture of uterus, 208 
of sciatica, 272 
of shock, 80 
of skin cancer, 96 
of valvular disease, 82 
Triplegia, 254 
Tubal pregnancy, 196 
Tubercle bacilli, risk of inhaling, 26 

virulence of, in lymphatic 
glands, 23 
Tuberculin, diagnostic use of, 29 
pyrexia from, 29 
watery extract, 32 
Tuberculosis and endovascular tubercles, 
24 
and thoracic duct, 24 
bovine, 17 
extrapulmonary, and impaired nasal 

respiration, 25 
human and bovine, 17, 18 

dualism of, 18 
in childhood, 22 
in infancy, 22 

inflammatory, and arthritism, 24 
pulmonary, 17 

aerolymphogenous, 24 

agglutination test for, 29 

and anthracosis, 20, 21 

and chlorosis, 30 

and impaired nasal respiration, 

25 
and rainy winds, 26 
and stenosis of upper outlet of 

thorax, 25 
anemia of, 30 
apex lesions in, 27 



Tuberculosis, pulmonary, blood in, 27 

calcium chloride for, 32 

Calmette's views on, 21 

cavities in, 28 

compulsory registration in, 27 

diagnosis of, 27 

diazo reaction in, 29 

economical conditions and, 27 

experimental, 20 

hemoptysis in, 31 

in children, 27 

intestinal origin of, 20, 21 

Krdnig's sign in, 27 

Marmorek's serum for, 32 

opsonic index in, 28, 32 

pneumatic cabinet for, 35 

prevention of, 26 

pupils in, 28 

seawater for, 33 

serum diagnosis of, 28, 29 

strychnine for, 32 

tenderness of, vertebrae in, 27 

treatment of, 31 

tuberculin for, 32 

uremia in, 31 

window tent for, 35 

z-rays in, 27 
Tuberculous meningitis, 268 
Tumor causing symptoms of tabes, 247 
brain. See Brain, 
cerebellar, 247 
of Gasserian ganglion, 246 
pontile, 246 
subcortical, 246 
Tumors, spinal, 266 

surgery of, 268 
Typhoid fever, abdominal reflex in, 
257 

arteriosclerosis after, 86 
in, 111 



Umbilical cord, infection through, 234 
knots in, 235 
Spirocheta pallida in, 163 
syphilitic changes in, 163 
Uremia in tuberculosis, 31 
Urine in pregnancy, 37 
Uterine contractions and narcotics, 188 
Uterus, congenital closure of orifice of , 171 
cry of child within, 236 
disinfection of, for puerperal sepsis, 

231 
innervation of, 188 
mensuration of, child in, 237 
pregnant, incarcerated, 179 

rupture of, 205, 208 
ventral fixaton of, a cause of dys- 
tocia, 199 



Vaginal Cesarean section, 179, 218, 224, 

230 
Valvular disease of heart, 82 

19 
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Vena cava, obstruction of, a cause of 
bradycardia, 76 
stenosis of, 69 
Ventral fixation of uterus a cause of 

dystocia, 199 
Veratrum viride in eclampsia, 154 
Vesical calculus a cause of dystocia, 

197 
Vesicovaginal fistula, Cesarean section 

for, 230 
Viscera, abdominal, sensation in, 

279 
Voorhees' bag, 217 



Whooping-cough, tracheotomy for, 48 
Window tent for tuberculosis, 35 
Winds, rainy, and tuberculosis, 26 



Xeroderma pigmentosum, 95 
X-rays, bronchial tree under, 43 

for bronchitis, 49 

in diagnosis of tuberculosis, 27 
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Modern Medicine 
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IN ORIGINAL CONTRIBUTIONS BY EMINENT AMERICAN AND 
FOREIGN AUTHORS 

Edited by 

WILLIAM OSLER, M.D. 

Regius Professor of Medicine in Oxford University, England; Honorary Professor of 

Medicine in Johns Hopkins University, Baltimore; formerly Professor 

in the University of Pennsylvania, Philadelphia, and 

in McGill University, Montreal 

IN SEVEN OCUVO VOLUMES OF ABOUT 900 PAGES EACH. ILLUSTRATED 
SUBSCRIPTIONS RECEIVED FOR THE COMPLETE WORK ONLY 

PRICE PER VOLUME 
CLOTH, $6.00, net; LEATHER, $7.00, net ; HALF MOROCCO, $7. SO, net 



ANEW survey of the entire field of Medicine has been rendered 
necessary not only by accumulated advances in the details of prac- 
tice, but also, and more imperatively, by far-reaching discoveries and 
the consequent changes in methods and view-points. The last decade 
has shown no respect for mere tradition, has required former experience 
to prove itself anew by more rigorous tests, and has increasingly 
looked to science to point the way to progress and to solve its 
problems. Like a river after a flood, it has swept away obstructions 
and cut new channels, rendering recharting essential for those who 
would navigate successfully. Fqrtunately this desideratum is in 
process of execution under the most competent leadership. Professor 
Osier is the man whose name would come first to the mind for 
such a position. A broad and deep student of medicine, a resourceful 
and successful practitioner, embracing in his experience all the great 
English-speaking countries, he is in touch with the leading thinkers, 
investigators and writers of the world. Thus he has known where 
to call upon the ablest man for each chapter, whether in America, 
England, Germany or Japan. It is the world's best knowledge that 
is here offered to the profession. 

The first volume deals with the general subjects of essential 
importance, such as Predisposition and Immunity, and then proceeds 
to the Diseases Caused by Physical, Chemical and Organic Agents, 
Animal and Vegetable Parasites and Protozoa, closing with the 
disorders of Nutrition, and with the Constitutional Diseases, such as 
Gout, Diabetes, Obesity, Rickets and Scurvy. The second volume 
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begins the great subject of the Infectious Diseases, which is concluded 
in the third volume, together with Respiratory Diseases. Volume 
IV deals with Diseases of the Circulation and Blood; V with the 
Alimentary Tract; VI with Diseases of the Kidneys, those associated 
with Internal Secretion, and those of still obscure causation, and 
concludes with Diseases of the Muscles and of the Vasomotor and 
Trophic Systems. Volume VII covers Diseases of the Nervous 
System and Mind. The simplicity and completeness of this arrange- 
ment are obvious. Throughout, the daily needs of the physician 
are borne in mind. Of Volume II, a medical reviewer has 
written, addressing a reader: "Is there anything you know of 
that is of use in Typhoid Fever, or Diphtheria, or Mumps, or 
Measles, or the like, which you fail to find mentioned, and have 
you found nothing that was new to you and that bids fair to prove 
of use to you in your future work? . . . No man, no matter how 
great his experience, can fail to find something here acquiring which 
he will be a better practitioner." 

This great work, accordingly, is well balanced and well directed, 
dealing, as it does, adequately with the principles of medicine, and 
finding ample space for the practical applications in full detail. With . 
it every practitioner can readily place himself on the level of the 
latest and best knowledge. The succeeding volumes will appear at 
intervals of three months. 
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